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I.  State Agency for the Block Grant
Louisiana Department of Health
Officeof Behavioral Health
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Il.  Contact Person for the Block Grant
Karen Stubbs, J.D.
Assistant Secretary, Office of Behavioral Health
Louisiana Department of Health
P.O. Box 4049
Baton Rouge, LA 70821
225.342.1562
Karen.Stubbs@la.gov
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Step 1: Assess the strengths and organizational capacity of the service
system to address the specific populations

Overview of the Louisiana Behavioral Health System

The Office of Behavioral HealtBH within the Louisiana Department of Health (LDHanages and
delivers the services and supports necessary to improve the quality of life for citizens evithlIniness

YR &adzmaidl yoOS dzaS RAA2NRSNE® ¢KS | 3Syoe FOdGa I a
Coordinated System of Care contract and the Healthy Louisiana plans, which manage specialized
behavioral health services. OBH also deliwdirect care through grants, statewned hospitals, and
monitoring of behavioral health communitpased treatment programs through the human services
districts and authorities, also known as local governing entities (LGEs). Services are provided &d Medic
and norrMedicaid eligible populations.

The mission of OBH is to lead the effort to build and provide a comprehensive, integrated, -person
centered system of prevention and treatment services that promote recovery and resilience for all citizens
of Lousiana. OBH assures public behavioral health services are accessible, have a positive impact, are
culturally and clinically competent, and are delivered in partnership with all stakeholders. The goals of the
Office of Behavioral Health are:

1. To serve childm and adults with extensive behavioral health needs including mental health and/or
addictive disorders by providing oversight and guidance of behavioral health services in the Medicaid
Healthy Louisiana plans.

2. To assure that all Louisiana citizens withiags behavioral health challenges have access to needed
F2NByaArO0r NBaARSYyiGAFIfZ YR 204KSNJ aal ¥SGe -ySié
informed treatment, support, and prevention services.

3. To support the refinement and enhancement ofaargprehensive system and associated service array
for children, youth and families that appropriately addresses their behavioral health needs that is
based on contemporary, best practice principles of care.

In State Fiscal Year (SFY) 2018, OBH was sethgfifour distinct programsAdministration and Support
Behavioral Health Communijtidospital Based Treatmerand AuxiliaryThe SFY18 yeand budgets and
notable budget items are shown, below:

SFY18 Yeand
Agency Programs Budget
Administration andSupport $6,948,762
Behavioral Health Community $72,223,510
Hospital Based Treatment $159,832,066
Aucxiliary $20,000
Total $239,024,338

*Funding sources include State General funds, Interagency Transfers, Fees & Self
Generated revenue, Statutory Dedications and Federal funds
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SFY18 Yeand
Notable Areas within SFY18 Buddet Budget
Social and Client Services Contracts $18,863,984
Allocations to the LGEs $39,106,618
HospitalPatientrelated Budget $121,909,227

1Some budget items within these areas are doutented

OBH is committed to the efficient and effective use of the state's scarce behavioral health resources to
adequately provide for the peace, health, safety, aetheral welfare of the public, by ensuring:

w Accountability of efficient and effective services through quality and performance measures,
statewide standards for monitoring quality of service and performance, and reporting of quality
of service and performece information.

w Creation and implementation of minimum service delivery standards.

w Coordination of integration of behavioral health and primary healthcare and continued
collaboration with agency contract providers, advocacy groups, Local Governinggzngigional
support networks, and public and private agencies in order to reduce duplication in service
delivery and promote complementary services among all entities that provide behavioral health
services to adults and children throughout the state.

w Performance monitoring and evaluation regarding the effectiveness of services being provided
and achievement of outcome measures

h. 1 Q& LINA2NAGASA NBTESOU GKS 13SyOeQa YAaarzy
priorities are:

Access t@ehavioral Health Services

OBH will lead efforts to increase access to behavioral health services by promoting early identification of
behavioral health concerns, especially through leveraging integration to help physicians and behavioral
health specialigt collaborate to identify and treat behavioral health concerns (inclusive of trauma
exposure) at the earliest opportunity. Strategies may include supporting primary care physicians through
behavioral health consultation, as well as increasing access ksgh@ity evidencebased behavioral
therapies for young children.

Additional strategies employed to address the increased volume on the behavioral health system with
Medicaid Expansion will be the integration of Peer Support throughout the system ofTdaause of
trained, credentialed peers is a critical component to a recowemgnted system of care and results in
improvements in client engagement, treatment outcomes, and recovery. As an enhancement to
traditional treatment services, peer support sares allow for more effective and targeted interventions
resulting in improved care and an increased capacity of the system to serve a broader array of individuals.

To increase access to effective behavioral health supports and services, OBH will wavlediithid,

public and private universities and medical schools, providers, and Healthy Louisiana managed care
partners to implement strategies to retain and increase the behavioral health workforce. Workforce
development efforts will include training anduggport for providers of evidencbased therapies
addressing issues emerging in early childhood, trauma exposure, and other psychiatric and addictive
FY 2021 Combined Behavioral Health BkoGrant Plan | September 1, 2019 5
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service needs. OBH will lead efforts to provide training and support for providers of peer recovery
supports, including mentoring and coaching opportunities.

OutcomesBased Behavioral Healthcare

OBH will lead efforts to increase the use of outcomes measurement in the provision and detakiog
around behavioral health services. Quality assessment and prardtis necessary to ensure that these
services are providing a good value to the state in terms of improving key outcomes and quality of life for
Louisianans.

OBH will support Psychiatric Residential Treatment Facility (PRTF) providers to move towsudimye
and improving the value of their services, by using difaen decision making in their daily operations,
and embracing best practice models inclusive of tratinfiarmed care to produce long term, sustainable
outcomes for youth and families.

Subsance Use Disorder System Enhancements

h.1 NBO23yAal Sa GKS AYLI OG 2F {doaidlyOS ! a8 5Aa2NF
communities, and strives to enhance policies, regulations and protocols to reduce the prevalence of SUDs.

OBH willfocus on several priority areas to achieve this goal. These include enhancement of Medication
Assisted Treatment (MAT) services, treatment capacity for pregnant women, reduction of prescription
drug/opioid overdoseelated deaths, increased use of earlyegning, Brief Interventions and Referral to

Treatment (SBIRT) including pregnant women, and development of residential treatment programs for
pregnant women and children at risk of Neonatal Abstinence Syndrome (NAS).

Inpatient Psychiatric Hospital Needs

An ongoing priority of OBH will be to increase communication with the courts, the Department of
Corrections (DOC), and the Office of Juvenile Justice (OJJ) regasaiiagle behavioral healtbervices

OBH will promote certification in Juvenile CompeteR®storation to increase the number of providers
across the state and continue oversight of the provision of competency restoration services.

OBH will increase collaboration with the DOC to reduce recidivism and to monitor compliance of
settlement agreementrequirements. This includes determining if patients were evaluated in a timely
manner, received twice weekly competency restoration sessions while in jail, and were placed within the
established guidelines. Through collaboration with the stafEastern Louisiana Mental Health System
(ELMHS), compliance with tkettlement agreementules will bemaintained.

OBH is committed to providing access to treatment in the least restrictive and least costly setting possible
for all clients, and optimizinglients to flow throughout the system, as each moves toward recovery in
their own homes and communities, whenever possible. ELMHS and Central Louisiana State Hospital
(CLSH) currently maintain 100% utilization of existing bed space; OBH will pursugicaatkfinancially
feasible measures to provide necessary inpatient;jaded, and community resources in order to
accommodate the increasing forensic population. These measures may include partnerships with
Cooperative Endeavor Agreement (CEA) hospital provide services to civil clients, and increasing
resources in order to accommodate jhthsed competency restoration in lieu of hospital restoration in

the regional areas and parishes that have the highest number of referrals.
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Pursuing a culture afellness for Louisiana citizens

Integrated physical and behavioral healthcare is one strategy in moving toward comprehensive wellness.
OBH identifies with the SAMHSA eight dimensions of wellness, described as emotional, environmental,
financial, intellectal, occupational, physical, social, and spiritual. OBH will lead efforts to address these
elements in designing and implementing wellness activities.

Criteria for Mental Health and Substance Use Prevention and Treatment
For additional information on the gmulations and criteria specific to the CMHS and SAPT Block Grants,
please refer to the following Environmental Factors and Plan sections:

w Primary Prevention,
w Community Mental Health Services, and
w Substance Use Disorder Treatment.

Local Governing Entities

TheLocal Governing EntitiesGE} classified aa human servicedistrict or authority, have a contractual
agreement withthe Louisiana Department of Health (LDEQnsideredsthe local umbrella agenciethe
LGEsdminister the statdundedbehaviorahealth and developmental disability services in an integrated
system within their localitieBecauseéhe LGE model increasksal control and authority, the is more
opportunity for greater accountability and responsivenesstie local commuities. Each LGE is
administered by an executive director who reports to a local governing board of directors of community
and consumer volunteer#n 2017, ACT3/of the Louisiana Legislature modernized the statutes governing
the human service districtsna authorities toreviseboard memberkip to includeprofessionals and
consumersn the fields ofmental health substancerelated and addictive disorderand developmental
disabilities Membership shall also represeptofessionals irfinance, accountingor auditing; judiciary
andlaw enforcementschootbased healthcareri KS O2 NP ¥ SRRBBISFRX Y BS2y. (GKS
All LGEs remain part of thddHdepartmental organizational structure, but not in a direct reporting line
with OBH.

OBH2 & dxdbditled include surveillance and monitoring of the statewide behavioral health system and
the provision of technical assistance armesources that enable the LGEs to carry out service delivery
within their catchment areaOBH is also responsible faopiding assistance in setting policy, establishing
minimum standards for the operation of the service system, establishing reasonable expectations for
service utilization and outcomes, and developing statewide mechanisms for measuring these outcomes.
OBHensures that the LGE service system is well coordinated with those services that continue to be
operated by the State (primarily the statgerated psychiatric hospitals). In addition, OBH continues to
provide guidance to the LGEs to ensure federal BlgektGequirements are met. LGEs must maintain

Regional Advisory Councils (RACSs), officially linked to the State Behavioral Health Advisory Council, in

order to qualify to receive Block Grant funding. To assist the reader in understanding thbettatgogl
health care systemg map is provided, which includes each @Gé&rvice areand its contact information
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LOUISIANA

DEPARTMENT OF HEALTH

Office of Behavioral Health Local
Governing Entities (LGEs)
D Region 1 - Metropolitan Human Services District

. Region 2 - Capital Area Human Services District

. Region 4 - Acadiana Area Human Services District

I:l Region 6 - Central Louisiana Human Services District

|j Region 8 - Northeast Delta Human Services Authority

5 Washington
Evangeline .@ Helena |
Bauregard &= St. Landry i ;
EA @
oa
5 @ (e St. Tammany
Jefferson  Acadia

Calcasien Davis St. Martin
Lafayette

Iberia
Cameron
Vermilion

Region 1 - Metropolitan
Human Services District
3100 General de Gaulle Drive
New Orleans, LA 70114
Phone: (504) 568-3130

Fax: (504) 568-3134

Terrebonne

Region 2 - Capital Area Human Region 5 - Imperial Calcasieu Region 8 - Northeast Delta
Services District Human Service Authority Human Services Authority
4615 Government Street One Lakeshore Drive, Suite 2000 2513 Ferrand Street
Building 2 Lake Charles, LA 70629 Monroe, LA 71201
Baton Rouge, LA 70806 Phone: (337) 475-3100 Phone: (318) 362-3270 or 3020
Phone: (225) 922-2700 Fax: (337) 475-3105 Fax: (318) 362-5051
Fax: (225) 925-1987 o — - i R—— 5
: s egion 6 - Central Louisiana egion 9 - Florida Parishes
Reglan 3 - S?Uth Centra! Loydslana Human Services District Human Services Authority
BummSsicessinfhontiy 5411 Coliseum Bivd 835 Pride Drive, Suite B
158 Regal Rowe Alexandria, LA 71303 Hammond, LA 70401
;‘ﬁm é’gg)og’gg . Phone: (318) 487-5191 Phone: (985) 543-4333
Fax: (985) 858-2934 Fax: (318) 487-5184 Fax: (985) 543-4817
Region 4 - Acadiana Area Human Region 7 - Northwest Louisiana ~ Region 10 - Jefferson Parish Human
Services District Human Services District Services Authority
302 Dulles Drive, Suite 1 1310 North Hearne Avenue 3616 South |-10 Service Road, Suite 200
Lafayette, LA 70506 Shreveport, LA 71107 Metairie, LA 70001
Phone: (337) 262-4190 Phone: (318) 676-5111 Phone: (504) 838-5215
Fax: (337) 262-4178 Fax: (318) 676-5021 Fax: (504) 838-5714

D Region 3 - South Central Louisiana Human Services Authority

. Region 5 - Imperial Calcasieu Human Service Authority

. Region 7 - Northwest Louisiana Human Services District

[l Region 9 - Florida Parishes Human Services Authority

. Region 10 - Jefferson Parish Human Services Authority
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Thefollowing table lists theLGEclinicswith capacity to provide mental health servicesibstance use
disorders service®r both (MH =Mental Health SUD =Substance Use DisordeBti=Behavioral Health

LGE Clinic Type Address City
Algiers Behavioral Health Center BH 3100 General DE Gaulle Drive New Orleans
Central City Behavioral Health Center BH 2221 Phillip Street New Orleans
MHSD ChartresPontchartrain Behavioral Health Center BH 719 Elysian Fields Avenue New Orleans
New Orleans East Behavioral Health Center BH 5640 Read Boulevard, 2nd Floor New Orleans
St. Bernard Behavioral Health Center BH 6624 St. Claude Avenue Arabi
Center for Adult Behavioral Health BH 4615 Government Street, Bldg. 2 Baton Rouge
/| KAt RNByQa . SKIFI@A2NX & | St f|BH 4615 Government Street, Bldg. 1 Baton Rouge
Donaldsonville Mental Health Center MH 901 Catalpa Street Donaldsonville
East Feliciana Addiction Recovery Services BH 12080 Marston Street Clinton
CAHSD Gonzales Mental Health Center MH 1112 S.E. Ascension Compiixd. Gonzales
Iberville Parish Satellite Clinic MH 24705 Plaza Drive Plaguemine
Margaret Dumas Mental Heal@@enter MH 3843 Harding Boulevard Baton Rouge
Pointe Coupee Parish Satellite Clinic MH 282-A Hospital Road New Roads
West Baton Rouge Parish Satellite Clinic MH 685 Louisiana Avenue Port Allen
West Feliciana Satellite Clinic MH 5154 Burnett Road St.Francisville
LafourcheBehavioral HealtiCenter BH 157 Twin Oaks Drive Raceland
River Parishes Treatment Center BH 1809 West Airline Highway LaPlace
SCLHSA | River Parishes Assessment/Child & Adolescent Treatment Ce| BH 421 Airline Highway, Suite L LaPlace
St. Mary Behavioral Health Center BH 500 Roderick Street, Suite B Morgan City
Terrebonne Behavioral Health Center BH 5599 Highway 311 Houma
Crowley Behavioral Health Clinic BH 1822 West 2nd Street Crowley
Dr. Joseph Henry Tyler, Behavioral Health Clinic BH 302 Dulles Drive Lafayette
AAHSD | New Iberia Behavioral Health Clinic BH 611 West Admiral Doyle Drive New lberia
Opelousas Behavioral Health Clinic BH 220 South Market Street Opelousas
Ville Platte Behavioral Health Clinic BH 312 Court Street Ville Platte
Allen Parish Behavioral Health Clinic BH 402 Industrial Drive Oberlin
Beauregard Behavioral Health Clinic BH 106 Port Street DeRidder
IMCAL Jefferson Davis Behavioral Health Clinic BH 1211 N. Cutting Avenue Jennings
Lake Charles Behavioral Health Clinic BH 4105 Kirkman Street Lake Charles
Sulphur Behavioral Health Clinic BH 2651 E. Napoleon Street Sulphur
Caring Choices Marksville BH 694 Government Street Marksville
CLHSD Caring Choices Pineville BH 242 ShamrockStreet Pineville
Caring Choices Jonesville BH 308 Nasif Street Jonesville
Caring Choicdseesville BH 105 Belview Road Leesville
Minden Behavioral Health Clinic BH 502 Nella Street Minden Minden
NLHSD | Natchitoches Behavioral Health Clinic BH 210 Medical Drive Natchitoches
Shreveport Behavioral Health Clinic BH 1310 North Hearne Avenue Shreveport
Bastrop Behavioral Health Clinic BH 451 East Madison Ave Bastrop
Columbia Behavioral Health Clinic BH 5159 Highway 4 East Columbia
NEDHSA Monroe Behavioral Health Clinic BH 4800 South Grand Street Monroe
Ruston Behavioral Health Clinic BH 602 East Georgia Avenue Ruston
Tallulah Mental Health Center MH 1012 Johnson Street Tallulah
Winnsboro Behavioral Health Clinic BH 1301 B LandiStreet Winnsboro
FY 2021 Combined Behavioral Health BkoGrant Plan | September 1, 2019 9




LGE Clinic Type Address City
Bogalusa Behavioral Health Center BH 2106 Avenue F Bogalusa
Florida Parishes Human Services Authority Denham Sprin| BH 1920 Florida Avenue SW Denham Springs
FPHSA | Mandeville Behavioral Health Clinic BH 900 Wilkinson Street Mandeville
Rosenblum Behavioral Health Clinic BH 835 Ride Drive, Ste. B Hammond
Slidell Behavioral Health Clinic BH 2331 Carey Street Slidell
JeffCare East Jefferson Health Center BH/PC | 3616 South-L0 Service Road West, Suite 10| Metairie
JPHSA JeffCaraNest Jefferson Health Center BH/PC | 5001 West Bank Expressway, Suite 100 Marrero

FY 2021 Combined Behavioral Health BkoGrant Plan | September 1, 2019 10




Managed Caréor the Medicaid population

LDH transitioned delivery of Medicaid services from affeeservice model to a managed care model in
March 2012, via contracts with five managed care organizations (MCOs) to provide physical health and
basic behavioral health servicéghe Louisiana Bekiral Health Partnership (LBHBJ)soimplemented

in March 2012was a system of care designed to transform the delivery of and payment for specialized
behavioral health servicesr Medicaid and nofMedicaid adults and children who requitepecialized
behavioral health services, including those children who are at risk for out of home placenidrit.
contracted with a Statewide Management Organization (SMO) to operate the LBHP with the primary goal
of improving coordination of services, quality of caredaoutcomes.The LBHRerval the needs of
individuals who compriskone of the following target populations:

1. Children with extensive behavioral health needs either inteiisk of outof-home placement

2. Medicaideligible children with medically necessatyehavioral healthneeds who need
coordinated care

3. Adults with severe mental illness and/or addictive dams who are Medicaid eligible

4. Non-Medicaid children and adults who have severe mental iliness and/or addictive disorders

Through better coordination of services, thBHRenhancel the consumer experience, increakaccess

to a more complete and effective array of behavioral health services and supports, indproatty of

care and outcomes, and reduterepeat emergency roomvisits, hospitalizations, otdf-home
placements, and other institutionalizatioriBhe LBHEBxpanded access to providers (increase from 800 to
more than 1,800 providers) and there was an 87 percent increase in available inpatient bedsmof¢he

than 1800 providers, 6%vere state-supported clinics operated by the LGE&luded inthose 65 clinics

were 13 mental health clinics, 11 addictive disorders clinics, and 39 integrated behavioral health clinics
providing both mental health and substance use &@y and twoincludedintegrated behavioral health

and primary care clinicRResidential treatment facilities were developed for adolescents to provide
intensive evidencédased treatment.

The Office of Behavioral Healimd Medicaid worked collaborativetg integrate specialized behavioral
health services, previously provided separately by the LBHP, into the benefits coordinated by the Medicaid
managed care plans on December 1, 2015. Children with extensive behavioral health needs either in or at
risk ofout-of-home placement and enrolled in the Coordinated System of Care (CSoC) program remain
managed by a separate managed care entityegraton of behavioral health care services into the
Medicaid managed cangrogramwas designedo improve care coordiation for enrollees, provide more
opportunities for seamless and retiine case management of health services, and better transitioning
and use of all resources provided by the syst€alendar year 2016 established baselinalgyindicators

of behaviord health services based on Healthcare Effectiveness Data and Information Set (HEDIS)
specifications

Medicaid coverage was expanded under the Affordable Care Act on July 1, 2016, and was made available
to more than 450,000 Louisianans ages 19 to 64. Asrad 2019, more than 85,400 adults in the Medicaid
expansion group received specialized outpatient mental health services and more than 21,100 received
inpatient mental health services at a psychiatric facility. Additionally, more than 16,600 adultseckceiv
specialized substance use outpatient services and more than 18,100 adults received specialized substance
use residential services.urthermore LDH and DOC developed amtomated enrollment process that
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allows the agencies to share information abouteoiflers who are set for release within the next nine
months, and get them enrolled in Medicaid and linked to a health planrgease. This enroliment
process ensures that the health plan insurance card is mailed to DOC in time for release so thatéhe form
offender knows who to contact for access to care after release.

In 2018, to maintain access to care for beneficiaries in need of Opioid Use Disorder and Substance Use
Disorder (OUD/SUD) services in residential facilities, Louisiana applied for and received approval of an
1115 Demonstration Waiver, effective February2D18 through December 31, 2022. The waiver is
necessary to provide services to beneficiaries residing in Institutions for Mental Disease (IMDs) for stays
with durations longer than 15 days. An IMD is a hospital, nursing facility, or other institutioorefthan

16 beds that is primarily engaged in providing diagnosis, treatment or care of persons with mental
diseases. CMS allowed the traditionally excluded use of IMDs but placed a day limit of 15 days on its usage.
CKAA 61 ADBSNI asl A AS Rodisianek A a @ebultbf ¥afver mpproval) Ldudsiana is able to
receive federal financial participation (FFP), i.e. the Medicaid match, for the continuservides to treat
addictions to opioids and other substances.

In the spring of 2019, Louisiahay A G A G SR GKS GKANR LINROdz2NBYSyid OeéOf
OFNB LINBPINIYP DAdZARSR o0& GKS G¢NRLIS ! AYES [51 Qa =
high-performing health plans to build a Medicaid managed care delivery systemmtpaoves the health

of populations (better health), enhances the experience of care for individuals (better care), and
effectively manages Medicaid per capita care costs (lower costs). With the new Request for Proposals
released and anticipated new coatrit awards to begin in January 2020, the MCO will have increased case
management functionalities and improved engagement in care that will assist people in special health

care needs populations.

OBH retains the responsibility of establishing guidelinese@ated with qualifications and requirements

for providers rendering specialized behavioral health services, in collaboration with the Louisiana
Department of Health, Health Standards Section (healthcare licensing agency) and Medicaid. OBH also
monitors the managed care entities to assess compliance of these qualifications and requirements on an
ongoing basis, which includes sampling provider records through desk review and onsite audit. Medicaid
providers are currently required to credential and-geedenial through the managed care entity;
however, Medicaid is moving towards the use of a Credentialing Verification Organization (CVO) for
enrollment and credentialing. Medicaid providers will credential through the CVO prior to engaging with
the managed carentities for the purposes of contracting and will beaedentialed periodically as
established by accreditation standards and contract requirements. The managed care entity provides
initial and ongoing training to its providers about their infrastruetand operational requirements to
assure readiness and success working within a managed care system.

Addressing the Needs of Diverse Populations and Minority Populations

LDH continuegtss commitment to support all Louisianans in achieving their best,dtitealth outcomes

OBHis continuously striving to further develop and enhance the behavioral health services system to
implement programs and protocathat are informedby the local communities to promote services that

are reflective of the needs of the diverse population of Louisi@izH recognizes and respects differences
among individuals served in terms of theinltures, values, expectations, and experiences. OBdt al
recognizes the importance to develop and support service systems that address the needs of diverse
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racial, ethnic, and sexual gender minorities, as well as the American Indian/Alaskan Native population in
the state. These groups encounter barriers todwbased social, political, and institutional integration.

As such, program efforts are made to ensure that these groups are considered, identified, and
appropriately treated in the process of providisgrvices. Louisiana also reaches diverse and mynorit
populations through its primary prevention programs and services, which are implemented universally.
Demographic data (to include race, age, and ethnicity) is collected on all individuals served.

The statecontinues to collaboratevith the Louisiana Behldoral Health Advisory Council, statewide
providers,other state and community partner agenciasd stakeholderin assessing the needs of these
populations and in the ongoing development, enhancement and implementation of the behavioral health
service sytem to ensure the cultural and linguistic needs of individuals served are effectively addressed.
In addition, the Office of Behavioral Health contracts with the ten LGEs across the state to administer
behavioral health services. This model increases logalrol and authority, in which there is greater
accountability and responsiveness to the needs of these populations. These entities also provide annual
staff training to ensure competent knowledge, skills and attitudes (KSA) are demonstrated and
implemenked effectively to serve diverse and minority populatio@BH also utilizes SAMHSA TIP 59:
Improving Cultural Competence as a guide in addressing needs of specific populations. TIP 59 is shared
with providers as a learning tool/resource.

In 2018, OBH htsd a statewide behavioral health symposium, where topics related to cultural
competency and diversity were addressed, to include session topics regarding working effectively with
the LGBTQ population, American Indian perspective in behavioral healtlsrageid the dangers of
stereotyping older adults, as well as other vulnerable populations, such as individuals living with HIV/AIDS
or other STDs, veterans, and the homeless. In 2019, OBH conducted a Statewide Listening Tour with
sessions in each region the state. The Listening Tour provided an opportunity for the partners
mentioned above, as well as persons who receive services in the local areas, to provide valuable feedback
regarding how the behavioral health services system in Louisiana may be fdetheloped to meet the
specific needs of the populations in their communities. Through ongoing behavioral health system
development, training, community partnerships, and listening tours with all stakeholders, the
commitment of OBH is to build a systemaafre and resources where all Louisianans who struggle with
serious mental illness and/or substance use disorders will thrive.

In addition, the Louisiana Department of Health incorporated language within the Behavioral Health
Licensing Standards to ensuhat all providers adhere to cultural competence. According to section 5651
¢CNBFGYSyd t NP (sha adiversall sevideR geaoRIiBdNEwritten plan thatis age and
culturallyappropriate for the populatiod S NIJJS R ® ¢

Assessmertdf Strenghs and Needs

In 2019 OBHfacilitated several opportunities to engage community, providers, and other stakeholders
on what works and does not work in the behavioral health system. This includes the Conversation on
Behavioral Health Listening Tour, Advis@guncil quarterly meetings, ongoing dialogues with mental
health and SUD treatment providers, and monthly meetings with the L@H#4.hasompiledthese itens
asstrengths and needduring the planning process.
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Strengths
Grants:

91 Louisiana Partnerships fé@uccess Il (LaPFB- locus exclusively on addressing underage
drinking behaviors, consequences, and risk factors amez@\gear olds.

1 Comprehensive Opioid Abuse Sitased Program (COARupport the development of a
coordinated plan between OBH atfte Louisiana Commission on Law Enforcement (LCLE) to
assist localities in engaging and retaining justismlved individuals with opioid use disorders
in treatment and recovery services, increasing the use of diversion and/or alternatives to
incarceratia, and/or reducing the incidence of overdose death.

9 Promoting Integration of Primary Behavioral Healthcare (PIRPBbiomote the integration
of primary and behavioral health care services to improve the overall wellness and physical
health status of adiis with mental illness who have amcurring physical health conditions
or chronic diseases and individuals with a substance use disorder.

i State Targeted Response to Opioid Crisis Grant {364 total Narcan kits were
distributed throughthis grant.

Qoss Sector Collaborative Opportunities:

1 Heroin and Opioid Prevention and Educati®tOPECouncil 13 agency heads, with LDH as
the Chair, address prevention and education of heroin and opioids

1 DWI Taskforcevasreinstituted as a subcommittee undére Drug Policy Board

New Initiatives:

1 Shatterproof In February, 2019, Louisiana announced it is one of 5 pilot states engaging in
the development of a substance use disorder treatrngquality measurement systenthis
pilot program will be completed irhe summer of 2020

1 Single Preferred Drug List (PDOpioid antagonist and partial agoniate now available
without prior authorization to all Medicaid recipients and providers

9 Louisiana Opioid Data & Surveillance System (LpO®8ects information fom LDH and
external organizations to analyze health data related to opioid use disorder. LODSS
disseminates results through facts sheets, publications, training and educational materials,
and the online data and surveillance system.

1 Project AWARHN partrership with the Louisiana Department of Educatiacomprehensive
Louisiana School Mental Health Support Program will be established to increase awareness
of mental health issues among schaged youth, to provide specialized training to school
personnelon how to detect and respond to mental health issues, and to connect students
struggling with behavioral or mental health issues and their families to the appropriate
services.

1 Inceased access to MATll residential providerenrolled in the Medicaid managed care
program are required to provide MAT onsite or facilitate access to MAT offsite which includes
O22NRAYIFGAY3 6AGK GKS YSYOSNRa KSIFf dakd LI |y
arranging Mddicaid noremergency mdical transportation if other transportation is not
available fortthe patient.

1 Methadone coverage LDH received appropriated funding for SFY&Gallow Medicaid
coverage of Methadone treatment for Medicaid eligible age 18 and older diagnosed with an
opioid addiction
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Ongoing:

il

Other:

Needs

= =4

= =4 =4 =4

Louisiana has a statewide prevention system, as well as an institutionalized state
epidemiology workgroup (SEW). Originally linked to specific grant funds, the SEW is currently
a permanent sultommittee ofthe Governor's Drug Policy Bual, regardless of funding.
Many states are not so fortunate and do not have continuitactfvities or membership.
Louisiana hasstatewide coverage and free access to services for gambling and tobacco
cessation.

The COREAlcohol and Drugsurveyhas lased through 7 administrationsnd the Caring
CommunitiesYouth Survey(CCYS3)as been ongoing since 19%oth surveys prade needs
assessment data on acontinuous basis without any cost to those who
participate. Both surveys provide datallowingplanning at the statecommunity and schoel

level.

¢KS /QSad .2y LINBIAINIY A& | LISSNI G2 LISSNI LINBOS
health services regarding satisfaction with services provided. Utilizing a consumer satisfaction
team model for onsumerto-O2 Y a4 dzZYSNJ Y2y AG2NAYy 3 Yy R S@F f dzl G
relies on consumers as the core of this initiatiBg. having direct involvement in monitoring

and evaluating the services they receive, consumers and family members will have a greater
voice and a more meaningful role in influencing the design and quality of public behavioral
health services.

Peer support ervicesallow for more effective and targeted interventions resulting in
improved care and an increased capacity of the system teessebroader array of individuals.

Open accessWhen the state moved to Managed Care and with Medicaid expansion, the
provider network expanded and gave clients more options and therefore, less waiting for
services

Louisiana has ampatient residentiaBH teatmentfacility, while not all states do.

All LGEs are now compliant in submitting data

Accessibldousingfor individuals with behavioral health diagnoses

More peer servicescrisis services, case managemesupported employment

Integrated services for patients with intellectual disabilities and mental health $ssue
particularly at residential level of care (inpatient settings, PRTFs, and therapeutic group home
settings)are a need.

Education on how to navigate the behavioral leaystem andiccesservices

Data system updates, training, and utilization

Increasel professional and work development trainings

Increase integrated primary care and behavioral heattare
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Step 2. Identify the unmet service needs and critical gaps within the
current system

The Office of Behavioral Health (OBi¢mpileda variety ofnational measures, prevalence data, and
survey indicatorss partofarevievd ¥ (G KS adl 6SQa o0SKIFE@A2NIt KSFHfGOGK a
methodologies, ad barriers are explained in the Quality and Data Collection Readiness section.

National Measures

Per the Agency for Healthcare Research and Quality (AHRQ), Louisiana is lacking in various quality
measures whergompared to achievable benchmarks, which aeeivked from the topperforming States.
Benchmarks are available for a total of 88 measures shared ilN#tienal Healthcare Quality Report

(NHQRp hF (KSasS yy YSIadaNBaz [2dzAaAl yl KFa wn YSI
O0SYOKYIN] Z¢ abérnORQ¥SP¥adzd F2NI I YSFadaNB Kra y20 |
GKS&S Hn GFFINI I gle& FNRY O0SYOKYIFINJ] ¢ YSIFadza2NBa | NB f
estimate, benchmark, and distance to benchmark:

Measure Louisiana| Benchmark| Distance to
Estimate Benchmark

People Age 12 and Over Treated for Substance Abuse 13.9 63.1 78%

Completed Treatmentdlirse

Suicide Deaths AmongeBors Age 12 and Over per 100,0 18.4 9.38 96%

Population

Hospital Inpatient Stays Involvingpiid-related Diagnoses 203.6 99.4 105%

per 100,000 Bpulation

HIV Infection Deaths per 100,000Rilation 4.5 75 500%

New HIV Cases per 100,000 Population Age 13 &ed O 31.5 4.3 633%

Data source: State snapshots frd2017 National Healthcare Qualitgnd Disparities Reports through Agency for Healthcare
Research and Quality (AHR@tps://nhgrnet.ahrg.gov/inhgrdr/Louisiana/benchmark/summary/All_Measafall Topics

The followingtable shares statisticalifferencesbetween Louisiana and the United Statesc@rding to
the Behavioral Health Barometer for Louisig@817), which inclués the data from the Ational Survey
on Drug Use and Healtl{2017):

Indicators Louisiana us

PastMonth Alcohol Use Among8idolescentAged 1217 12.2% 10.1%
Past month Cigarette Use Among Adolescents Ageti712 5.3% 3.%
PastYear Serious Mental lllness (SMI) Among Adults Aged 18 or Q 5.0% 4.2%
PastYear Seriou$houghts of Suicide Among Adults Aged 18 or Olg 45% 4.1%
PastYear AlcohoUse DisordeAmong Individuals Aged 12 or Older 6.8% 5.8%

Data source:Behavioral Health Barometer for Louisiana (20hfjps://www.samhsa.gov/data/sites/default/files/cbhsq
reports/LouisianaBHBarometerVolume5.pdf
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Per the Kaiser State Health Facts (26139.1% of the adult population in Louisiana reported that their
YSyidtrt KSFHEGK gl a ayz2ia 3reteRdst 30 &GipshiS S slightyyhigherthAr o n R
GKS !'YAGSR {G1F0S4aQ IRdzf (0 LRLIz I A2y NBLR2NISR G

Based on data from the CDC WONDER Online Dafabase YSNA O Q& | SIf G K wl yl1Ay:
ranked as 18 among the states in its rate of suicle RdzZNA Yy 3 Hamy ® ¢KS {dFG§SQa NI
population (14.6) was slightly higher than the national rate (13.9).

In the Annie E. Casey Foundation Kidar€ Data Book (KIDS Count, 2019), Louisiana continueghto
near the bottom of the natio in terms of child healtheducation, family/communityand well-being,

ranking 4%h overall in the nation Thisoverall rankingis the same as the 20J8ublication. Louisiana
rankedworsethan the nation for the following indicators:

Indicators | Louisiana | United States
Economic WelBeing Indicators (Rank 50th)
9 Children in poverty: 201 28% 18%
9 Children whose parents lack secure employment:7201 33% 27%
1 Teenq16-19 years) not in school and not working: Z01 10% 7%
Education Indicators (Rank =8th)
1 Fourth graders not/below proficient in reading: Z01 74% 65%
9 Eighh graders not/below proficient in math: 201 81% 67%
9 High school students not graduating on time: 87 22% 15%
Health Indicators (Rank =24d)
1 Lowhbirth weight babies: 204 10.7% 8.3%
9 Child and teen deaths per 100,000: Z01 39 26
Family and Community Indicators (Rank = 48th)
1 Children in singl@arent families: 201 45% 34%
9 Children living in higipoverty areas: 203-17 20% 12%
9 Teen births per 1,000: 201 29 19

Data source: Indicator percentages frdmtp://datacenter.kidscount.org/ Rankgrom 2019 KIDS Count Data Book.

Prevalence Estimates and Person Served

According to the2017 Annual Estimates of the Residewp®ation 7/1/2017 State Characteristics,
Population Estimates Division, U.S. Census Bureau (released Ju)yR8&Ayere estimated 4,684,333
individuals in Louisiana including 1,074,034 children/youth (age®) @nd 3,610,299 adults (ages 18+).

2017 louisiana Demographics Estimates
Race Estimate Age Estimate
American Indian/Alaska Native 36,526 0-17 1,074,034
Asian 87,305 1824 469,517
Black/African American 1,528,167 2544 1,258,135
Native Hawaiian/Other Pacific Island 2,937 4564 1,185,265

1 https://www.kff.org/statedata/

2 https://www.americashealthrankings.org/explore/annual/measure/Suicide/state/LA
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White 2,951,003
More than One Race Reported 78,395
Ethnicity Estimate
Hispanic or Latino 243,620
Not Hispanic or Latino 4,440,713

65 & Over 697,383
Gender Estimate

Male 2,289,446
Female 2,394,887

Population estimates for each LGE service area were used to determine prevalence estimates. These
totals can be found in the following sections.

Mental Health

Adults with Serious Mental lliness (SMI) and children/youth with Serious Emotional Disturbance (SED) are
national designations that include only those individuals suffering from the most severe forms of mental
illness or diagnosable behavioral, mental, oemotional condition/issueb h.

methodology and rates for calculating prevalence estimates. AccordiB§MéSED Prevalence Estimates

I dza SR

{!lal{

2015, URS Table 8.4% of adults (ages 18+) are expected to have SMI and 7% of children and youth (ages
9- 17) are expected to have SEhemethodologyused in calculating the number ohildren and youth

does not include estimates for the population underyears of age; therefore, that segment of the

population was excluded from the reported estimates

Pleasenote that due to a change in the methodology that OBH uses for prevalence estimates, historical
trend data is not shown at this time.

Estimates of the prevalence of mental illness for adults and children/youth within the lstakken down
by LGEegionare shown in the following tables. Caution should be used when utilizing these figures, as
they are estimates.

2017 LOUISIANA SMI & SED PREVALENCE ESTIMATES
Child/Youth = 7%* Adult = 5.4%* Total
LGE Population Prevalence | Population| Prevalence| Population | Prevalence
MHSD 47,327 3,313 365,412 19,732 412,739 23,045
CAHSD 78,846 5,519 526,791 28,447 605,637 33,966
SCLHSA 49,502 3,465 303,851 16,408 353,353 19,873
AAHSD 76,043 5,323 455,664 24,606 531,707 29,929
IMCAL 37,589 2,631 228,511 12,340 266,100 14,971
CLHSD 36,376 2,546 231,545 12,503 267,921 15,050
NLHSD 64,451 4,512 412,506 22,275 476,957 26,787
NEDHSA 42,110 2,948 268,572 14,503 310,682 17,451
FPHSA 74,696 5,229 440,233 23,773 514,929 29,001
JPHSA 46,656 3,266 342,845 18,514 389,501 21,780
TOTAL 553,596 38,752 3,575,930 193,100 4,129,526 231,852
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£ As the 9-17 age group is not calculated in the population estimates of Census Bi@BdliWondewvas used as alternative

source to determine the estimated population ofl years. This age group was necessary to match the age range used for the
URS Table https://wonder.cdc.gov/The BridgedRace Populatiorgingle Age Grouguly 2017.

*SAMHSA Drug & Alcohol Services Information System (https://wwwdasis.samhsa.gov/dasis2/urs.htm), SMI/SED Prevalence
Estimates 2017 (URS Table 1: Number of adults with serious mental iliness, age 18 and older, and Nuruvenafithiserious
emotional disturbances, age 9 to 17, by state, 2017) SMI Prevalence= 5.4%; SED Prevalence= 7%.

Individuals with SMI/SED are considetedbethe target population fomental health block grant funded
evidence based practice (EBBjograms. These EBP programs are provided by the LGE regions and their
contracted clinics

The following tables show the total numbers of persons served receiving mental health services and the
percentage of persons with SMI/SEIhese numbers reflect amnduplicated count within LGEs. Please
note that the overall count of SMI and SED population is under reported due to missing values in the
special population SMI/SED variable.

Community Behavioral Health Clinics
Persons Receiving Mental Health Services
LGE FY 2017 FY 2018

CHILD (@7)| ADULT (18+ TOTAL* |CHILD (€7)] ADULT (18+) TOTAL*
MHSD 640 5,491 6,131 650 4,462 5,112
CAHSD 1,621 5,503 7,136 1,249 5,871 7,131
SCLHSA 1,685 7,603 9,288 1,687 7,731 9,418
AAHSD 325 1,915 2,240 235 1,665 1,900
IMCAL 386 1,978 2,373 259 1,560 1,824
CLHSD 200 3,521 3,738 129 3,148 3,287
NWLHSD 346 2,188 2,555 282 1,616 1,909
NEDHSA 29 1,490 1,519 37 1,556 1,593
FPHSA 553 4,764 5,385 363 4,057 4,526
JPHSA 547 2,062 2,609 551 2,369 2,920
TOTAL 6,332 36,515 42,974 5,442 34,035 39,620

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.
*Total count may include missing ages, resulting in counts greater than direct addition of child and adult counts.
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Community Behavioral Health Clinics

Child/Youth (Ages 947)with SED Served

FY 2017 FY 2018
LGE i i

| g, | wsen | S [ e
MHSD 194 519 37% 261 526 50%
CAHSD 760 1,379 55% 457 1,081 42%
SCLHSA 940 1,415 66% 829 1,381 60%
AAHSD 236 253 93% 176 191 92%
IMCAL 87 306 28% 84 218 39%
CLHSD 34 174 20% 24 115 21%
NWLHSD 183 285 64% 154 249 62%
NEDHSA 12 26 46% 27 30 90%
FPHSA 183 486 38% 138 327 42%
JPHSA 194 439 A4% 164 456 36%
TOTAL 2,823 5,282 53% 2,314 4,574 51%

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.
SMI/SED based on most recent Special Population SMI/SED available from admission to end of reporting time period

CommunityBehavioral Health Clinics
Adults (Ages 18 and ovewith SMI Served

FY 2017 FY 2018
MHSD 3,074 5,491 56% 2,391 4,462 54%
CAHSD 2,095 5,503 38% 1,550 5,871 26%
SCLHSA 5,780 7,603 76% 4,894 7,731 63%
AAHSD 1,381 1,915 72% 1,161 1,665 70%
IMCAL 192 1,978 9.7% 250 1,560 16%
CLHSD 712 3,521 20% 789 3,148 25%
NWLHSD 797 2,188 36% 608 1,616 38%
NEDHSA 1,194 1,490 80% 1,399 1,556 90%
FPHSA 1,260 4,764 26% 1,125 4,057 28%
JPHSA 691 2,062 34% 695 2,369 29%
TOTAL 17,176 36,515 47% 14,862 34,035 44%

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.
SMI/SED based on most recent Special Population SMI/SED availabsaimissiona end of reporting time period.
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The next table compares the prevalence estimates and the number of persons served. OBH data reported
2,314 children and youth (agesl9) with SED were served at the end of FY 2018, revealing that 5.97 % of
the estimated children with SED were being served in LGE clinics. OBH data reported 14,862 adults with
SMI were served at the end of FY 2018, revealing that 7.69 % of the estimated adults with SMI were being
served in LGE clinics (percentages not showthentable below). These numbers do not reflect those
served in private clinics and/or providamst receiving SAMHSA Block Grant money.

Number of SMI/SED Persons Served Compared to Prevalence Estiq&té2018

Child/Youth (Ages 47) | Adults(Ages 18&nd over) Total Percentage of
LGE Child/Youth | Prevalence | Adults with | Prevalence| SMI/SED | Prevalence

with SED | Estimate SMI Estimate | Served Served
MHSD 261 3,313 2,391 19,732 2,652 11.51%
CAHSD 457 5,519 1,550 28,447 2,007 5.91%
SCLHSA 829 3,465 4,894 16,408 5,723 28.80%
AAHSD 176 5,323 1,161 24,606 1,337 4.47%
IMCAL 84 2,631 250 12,340 334 2.23%
CLHSD 24 2,546 789 12,503 813 5.40%
NWLHSD 154 4,512 608 22,275 762 2.84%
NEDHSA 27 2,948 1,399 14,503 1,426 8.17%
FPHSA 138 5,229 1,125 23,773 1,263 4.35%
JPHSA 164 3,266 695 18,514 859 3.94%
TOTAL 2,314 38,752 14,862 193,100 17,176 7.41%

Data Source: LGE EHR data sent to OBH. Age at end of reporting time period. Unduplicated by client within LGE.
SMI/SED based on most recent Special Population SMI/SED available from admission to end of reporting time period.

Substanceelated and Addictive Disorders

Inorder to determine current estimates of the need for substance use disorder treatment, thelpneea

of substancerelated criminal activity, and the incidence of communicable diseases among Louisiana
citizens, OBH collects and analyzes available national and state data sources. These data sources include
but are not limited to: US Census Bureau, $# A National Survey on Drug Use and Health (NSDUH),
Centers for Disease Control and Prevention, Federal Bureau of Investigations, Louisiana State University,
and Louisiana Department of Health. Distributions of the data collected by the LGEs through their
respective electronic health records (EHRs) and sent to OBH are also analyzed to estimate the percentage
of people who receive services and the percentage of people who are in need of treatment but not
receiving services.

Estimates of the need for substeguse disorder treatment, the prevalence of substareated criminal

activity, and the incidence of communicable diseases among Louisiana citizens within the Local Governing
Entity (LGE) service areas are detailed in the following tables. Caution dlecused when utilizing these
figures, as they are estimates. There are also several limitations in the methodology used for the estimate
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calculations for the Treatment Needs Assessment Summary Matrix and Treatment Needs by Age, Sex, and
Race/Ethnicity:

w The NSDUH data used in calculating the number of people that are in need of treatment services
and that would seek treatment does not include estimates for the population under 12 years of
age; therefore, that segment of the population was excluded fromrported estimates.

w The NSDUH data estimates used for the calculations are representative of the state as a whole,
and not necessarily specific to demographics of the parishes that comprise the LGE service areas.

w The estimates for Drug Related Arrestsrercalculated by applying a statewide tat@althe parish
percentageof the total state population estimate, which results in figures that may not accurately
reflect the parishes comprising the LGE service areas.

w The estimates for Acute Hepatitis B, Aclitepatitis C, and HIV were calculated by applying a
statewide incidence rate to the parish proportion of the total state population estimate, which
results in figures that may not accurately reflect the parishes comprising the LGE service areas.
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Treatment Needs Assessment Summary Matrix

PREVALENCE C
SUBSTANCGE
INJECTING DRUG INCIDENCE OF
TOTAL POPULATIO USERS WOMEN RELATED COMMUNICABLE DISEASI
CRIMINAL
ACTIVITY
) 12+ Female 12+ Needing That would Needing That would Needing That would | Number ':?g‘:g Acute Acute
LGE Population* Populatior? Populatior? Treatment seek Treatment seek Treatment seek of DWI Related Hep Hep HI\3 TB*
Service$ treatment? Service$ treatment® Service$ treatment® | Arrests Arrestdo Bt ;2
MHSD 462,842 393,650 207,722 29,917 3,650 1,181 144 15,787 1,926 1,042 3,177 5 0 102 24
CAHSD 685,568 575,077 295,649 43,706 5,332 1,725 210 22,469 2,741 2,600 | 4,641 7 4 152 12
SCLHSA| 401,568 334,131 171,487 25,394 3,098 1,002 122 13,033 1,590 2,030 2,696 4 0 89 9
AAHSD 608,763 501,901 258,945 38,144 4,654 1,506 184 19,680 2,401 1,986 | 4,050 6 1 135 11
IMCAL 303,383 251,476 127,048 19,112 2,332 754 92 9,656 1,178 1,381 2,029 3 0 67 11
CLHSD 304,675 253,715 125,196 19,282 2,352 761 93 9,515 1,161 1,568 2,047 3 1 67 4
NLHSD 542,115 451,830 234,954 34,339 4,189 1,355 165 17,857 2,178 2,744 3,646 5 1 120 19
NEDHSA| 352,335 294465 151,951 22,379 2,730 883 108 11,548 1,409 1,434 2,376 4 3 78 14
FPHSA 584,048 488,968 252,270 37,162 4,534 1,467 179 19,173 2,339 2,663 | 3,946 6 2 129 16
JPHSA 439,036 371,107 192,867 28,204 3,441 1,113 136 14,658 1,788 1,359 2,995 4 0 97 21
TOTAL | 4,684,333| 3,916,319 2,018,087 | 297,640 | 36,312 | 11,749 | 1433 | 153,375| 18,712 | 18,807| 31,604 | 47 12 |1,035| 141

1¢KS SadAYFGESEa F2NI t2LdzZA FdA2y |yR mMuHb t 2Ldz | A 2 yAnrua Esfinia@s of tieNRBsidénSPopulstBr for Befebldl Ageo G | A y ¢
Groups by Sex: April 1, 2010 to Jylgd17 fttps://www.census.gov/data/datasets/2017/demo/popest/countietetail.html). The estimate for the 12+ Population by SPA from
the same dataset was obtained bycluding thdUnder 5 Year$ to 9 Yearsand onehalf of 10 to 14 Yearsategories from total population.

2 According to NSDUH, 7.68f6the population aged 12 or older needed substance use treatment in the past year. The 12+ population for eaels SRkiplied by7.6%to

estimate the number of people needing treatment services. Soufable 5.50R; Need for and Receipt of Substance Use Treatment at a Specialty Facility in Past Year among
Persons Aged 12 or Older, by Demographic CharacteristicstcerRages, 2016 and 2017.https://www.samhsa.gov/data/sites/default/files/cbhsq
reports/NSDUHDetailedTabs2017/NSDEtiidedTabs2017.htm#tab50B

3 According to NSDUH, 12.2% of those who needed substance abuse treatment received treatment at a specialty facilitytiyahe gasirceTable 5.50R; Need for and
Receipt of Substance Use Treatment at a Specialty Facility in Past Year among Persons Aged 12 or Older, by Demogregisitc€hBeacentages, 2016 and 2017.
https://www.samhsa.gov/data/sites/default/files/cbhseeports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm56ih512.2% was used to estimate the Total
Population that Would Sk Treatment by SPA.
*Specialty treatmentefers to substance use treatment at a t]ospi}a[ (only as an inpgtien}), a drug or alcohol rehabilitagion facjlity ga$ia[n[opautpatient), ora merjta}I health center.
This NSDUH definition historically hA2 G O2 Yy aARSNBR SYSNHSYOé NRB2YasX LINRAhEp grobps B DdEpecdaEsdbstehdade iréatngnt faciliéd a 2 ya 2 NJ
https://www.samhsa.gov/data/sites/default/files/NSDUServiceUseAdul2015/NSDUFServiceUseAdul2015/NSDUFBerviceUseAdul2015.pdf(page 5)

4Information from a metaanalysis conducted by the CDC and publishgd Hnamn ¢l & dzaSR (G2 SaGAYFGS bdzyo SNRe&FrchAtcl@d bSSRA
Estimating the Number of Persons Who Inject Drugs in the United States byAN&Yasis to Calculate National Rates of HIV and Hepatitis C Virus Inféeticnsbined estimated
rate for injection drug use in the United Stated is .30%ble 3. Estimated proportion of persons who injected drugs (PWID) in the past year, by survey and combined by meta
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https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2017/NSDUHDetailedTabs2017.htm#tab5-50B
https://www.samhsa.gov/data/sites/default/files/NSDUH-ServiceUseAdult-2015/NSDUH-ServiceUseAdult-2015/NSDUH-ServiceUseAdult-2015.pdf

analysis, United Statesh}tp://journals.plos.org/plosone/article?id=10.1371/journal.pone.0097596he 12+ Population for each SPA was multiplied by .003 to estimate the
YydzYoSNJ 2F Lz5! Qa4 ySSRAy3a GNBIFGYSyd aSNBAOSao

5The estimate of 12.2% that was used to calculate the number of people that would seek treatment in total population wasdisodetermine thé dzY o SNJ 2 F L +5! Q&
Would Seek Treatmenthe number ofVDUghat will seek treatment was obtained by mipllying each SPA category of IVDU needing treatment services by 12.2%.

6y SadAYIFIGS T2NJ GKS CSYItS wmub t 2Lz I Aandal BsBmated of thedResilen2Popiulktibry/fdd Seled@ddRoe GioupSby Sdx: ApriS y & dz3
1, 2010 toJduly 1, 2017hftps://www.census.gov/data/datasets/2017/demo/popest/countietetail.html). The estimate for the Female 12+ Population by SPA from the same
dataset vas obtained by excluding tHénder 5 Year$ to 9 Yearsand onehalf of 10 to 14 Yearsategories from totafemalepopulation.

7 Information from the 2017 National Survey on Drug Use and Health (NSDUH) was used to estimate the Total Number of \&ingeTidatment Services by SPA. The
prevalence estimate of 7.6% that used to calculate the number of total population needing treatment was also used to éstimateber of women (females 12+) in need of
treatment. The number of women needing treatmes#rvices for each SPA was obtained by multiplying female 12+ population of each SPA category by 7.6%.

8The estimate of 12.2% that was used to calculate the number of people that would seek treatment was also used to deteshingotr of Women that Wdd Seek Treatment.
The number of women that will seek treatment was obtained by multiplying each SPA category of women needing treatmeatfesebsicE2.2%.

9 The estimates for Number of DWI Arrests for 2017 were obtained from the Louisiana StatesitynivHighway Safety Research Gro@@47 Number of Arrests and DWI by
Parish Reporhttp://datareports.lsu.edu/cobradashboardParish.aspx

1%Information from theFederal Bureau ohvestigations, Crime in the United States, 2017 Repastused to estimate the Number of Drug Related Arrests for Calendar Year 2017.
According to this report, there were 27,952 drug related arrests in Louisiana in 2017 (25,770 Drug Abuse Violat&éhkigu@BLaw Violains + 2,965 Drunkenness = 31,504
Parish estimates for the Number of Drug Related Arrests were calculatedlbiplying this figure (31,6Q4y the Parish percentage of the total state 12 years and older population
estimate. United tites Department of Justice, Federal Bureau of Investigatisime in the United States, 2Q1#tps://ucr.fbi.gov/crimein-the-u.s/2017/crimein-the-u.s-
2017/topicpages/tables/table69 Table 69, Arrests by State, 2017.

112016Acute HepB: OO2NRAYy3A (2 / 5/ X [2dAaArAlyl Qa AyOARSYyOS NI ldllange? Bhited Statds,(PALGTabée 3.1: Répgftedt n Mmc & |
cases of Bute HSLJF GAGA A . X ylrGAz2ylrffe FyR 08 & QolahS8ps/Bvivi.cBcdzdfesRik/Qalidti@siZ016purveildikdli@I&.htfihis G S& > Hn
estimates 47cases (.00001*4,684,333) for the total population. LGE estimates for Incidence of Acute Hepatitis B/100,000 were cajcoiattialying 0.00001 with the LGE

population estimate.

122017 Aaute Hep C:According to the Internal Statewide RegistryS®D/HIV/Hepatitis Prograr®ffice of Public Health, Louisiana Department of Health, incidéscAcute
Hepatitis C in Louisiana for CY 20da&12. TheLGE countfor Incidence of Acute HepatitBwas obtained from the same registry.

13As stated in the.ouisiana HIV, AIDS, and Early Syphilis Surveillance, Quarterly Report, December(Bagag13

(http://Idh.la.gov/assets/oph/HIVSTD/HIV_Syphilis_Quarterly Reports/2018Reports/Fourth Quarter 2018 HIV_Syphilis Repoft.@dtizA 8 A F yI Qa4 Ay OARSYy O0S NI
was 22.1/100,000. There were estimated 1,@3Ses for total Louisiana populatiofhe population for each SPA/LGE was multiplied by .000224titoate the incidence of

HIV.

41 OO02NRAY3I (G2 GKS [2dAaAlyl 5SLINLIYSYyG 2F | St G ke rdtefoRTuder2uosidini2nll7 was BlONEONUIOWgiaaa A & / 2y G
TB Morbidity Report 2017 Louisiana Tuberculosis (TB) Cases/Rates/Idh.la.gov/assets/oph/CenteiPHCH/CenterPH/tuber/2017TBMorbidity Table.PRA his estimates
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https://www.census.gov/data/datasets/2017/demo/popest/counties-detail.html
http://datareports.lsu.edu/cobradashboardParish.aspx
https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-2017/topic-pages/tables/table-69
https://ucr.fbi.gov/crime-in-the-u.s/2017/crime-in-the-u.s.-2017/topic-pages/tables/table-69
https://www.cdc.gov/hepatitis/statistics/2016surveillance/index.htm
http://ldh.la.gov/assets/oph/HIVSTD/HIV_Syphilis_Quarterly_Reports/2018Reports/Fourth_Quarter_2018_HIV_Syphilis_Report.pdf
http://ldh.la.gov/assets/oph/Center-PHCH/Center-PH/tuber/2017TBMorbidityTable.PDF

141 cases for the total population. The distribution of cases by Parish as published by the Tuberculosis Control Prograidedeémptiozestimates table and categorized by
LGE.
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The following tables provide a comparison of the number of admissions and persons served to the
prevalence estimates determined in the Treatment Needs Assessment Summary Matrix. Data collected
from LGEs for the total number of persons served during A8 #compared to the total estimated
number needing treatment services to determine the percent of prevalence served in Louisiana. These
numbers reflect an unduplicated count within LGEs and do not reflect those served in private clinics
and/or providersnot receiving SAMHSA Block Grant money.

Substance Use Disorder TreatmenfEY 2018

Needing That would Percent of
LGE Treatment seek Admissions | Total Served Prevalence

Services treatment Served
MHSD 29,917 3,650 1,439 1,830 6.12%
CAHSD 43,706 5,332 1,721 2,183 4.99%
SCLHSA 25,394 3,098 2,833 3,600 14.18%
AAHSD 38,144 4,654 893 1,151 3.02%
IMCAL 19,112 2,332 644 898 4.70%
CLHSD 19,282 2,352 1,720 2,013 10.44%
NLHSD 34,339 4,189 1,396 1,713 4,99%
NEDHSA 22,379 2,730 2,913 3,169 14.16%
FPHSA 37,162 4,534 1,023 1,374 3.70%
JPHSA 28,204 3,441 917 917 3.25%
TOTAL 297,640 36,312 15,499 18,848 6.33%

Data SourcelNeeding and Seeking Treatment: 2017 NSDUH Survey (Table 5.50B).
Admissions and Total ServedADDS and LGE EHR data sent to OBH.

Substance Use Disorder Treatment for Women (Females agescl2¥)2018
Needing That would Percent of
LGE Treatment seek Admissions | Total Served Prevalence
Services treatment Served
MHSD 15,787 1,926 487 609 3.86%
CAHSD 22,469 2,741 718 925 4.12%
SCLHSA 13,033 1,590 1,237 1,602 12.29%
AAHSD 19,680 2,401 419 558 2.84%
IMCAL 9,656 1,178 296 430 4.45%
CLHSD 9,515 1,161 707 825 8.67%
NLHSD 17,857 2,178 534 686 3.84%
NEDHSA 11,548 1,409 999 1,102 9.54%
FPHSA 19,173 2,339 379 537 2.80%
JPHSA 14,658 1,788 356 356 2.43%
TOTAL 153,375 18,712 6,132 7,630 4.97%
Data SourceNeeding and Seeking Treatment: 2017 NSDUH Survey (Table 5.50B).
Admissions and Total ServedADDS and LGE EHR data sent to OBH.
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Persons Who Inject DrugsFY 2018

Needing That would Percent of
LGE Treatment seek Admissions | Total Served Prevalence

Services treatment Served
MHSD 1,181 144 480 623 52.75%
CAHSD 1,725 210 17 20 1.16%
SCLHSA 1,002 122 138 143 14.27%
AAHSD 1,506 184 202 212 14.08%
IMCAL 754 92 15 22 2.92%
CLHSD 761 93 242 272 35.74%
NLHSD 1,355 165 301 315 23.24%
NEDHSA 883 108 705 755 85.47%
FPHSA 1,467 179 45 57 3.89%
JPHSA 1,113 136 106 106 9.52%
TOTAL 11,749 1,433 2,251 2,525 21.49%

Data Source:
1 Needing treatment: Information from a metaanalysis conducted by the CDC and published in 2014 was used to

SAGAYFGS bdzYo6SNJ 2F L5! Qa b SReRaarghiArticidssBrating Ge/NumteroNg8sddS a4 o0& |
Who Inject Drugs in the United States by Mateaalysis to Calculate Nation®ates of HIV and Hepatitis C Virus
Infectionghe combined estimated rate for injection drug use in the United Stated is (B@bte 3. Estimated proportion
of persons who injected drugs (PWID) in the past year, by survey and combined knabgtes, Uied States.)
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.009759khe 12+ Population for each SPA was
multiplied by .003 to estimate the numberbf+ 5! Q&4 Yy SSRAyYy3a GNBIGYSyd aSNBAOSaod

1  Seeking Treatment: 2017 NSDUH Survey (Table 5.50B)
1  Admissions and Total ServedADS and LGE EHR data sent to OBH
Demographics Profile of SUD Population Servgdy 2018
Race/Ethnicity % Served Age % Served

American Indian 0.81% 0-17 4.28%
Asian 0.21% 1824 10.62%
Black/African American 32.07% 2544 57.47%
Native Hawaiian/Other Pacific Island 0.11% 4564 26.26%
White 59.92% 65 & Over 1.36%
More than One Race Reported 0.16%
Unknown- Other 6.72%
Hispanic or Latino 1.93% Gender % Served
Not Hispanic or Latino 92.90% Male 58.81%
Unknown 5.17% Female 41.19%

Data Sourcel AD3 and LGE EHR data sent to OBH.
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Primary Prevention

State Epidemiology Workgroup

The State Epidemiology Workgroup (SEW), a subcommittee of the Louisiana Drug Policy Board (DPB), is
tasked with identifying, collecting, analyzing and disseminating consumption and consequence data
related to substance use and related mental, emotional betlavioral disorders that is available from

state and national data sources, as well as prioritizing available data for substance abuse prevention
needs. The SEW maintains an online data system, which includes consumption indicators aaddong
shortterm consequence indicators at the state and community level. The SEW makes recommendations
regarding improvements in data collection, and continuously works to fill data gaps to improve the quality
and integrity of the data at all levels, while supportirgional and community epidemiological efforts.

The work of the SEW is guided by formalized bylaws and Cooperative Involvement Agreements that detail
member roles and responsibilities. Membership is composed of data experts and epidemiologists from
variousstate agencies.

OBH is a standing member of the SEW and provides prevention and treatment data for inclusion in the
online data system and other SEW related reports. Through the DPB, the SEW has been successful in the
creation and propagation of formal dar & KIF NAy 3 FFANBSYSyda |yz2y3 [ 2dzia
The collaboration of DBP and SEW has reduced the burden on the SEW for data acquisition and allowed

the SEW to focus more on providing analysis and guidance on the understanding and use td.the da

In addition, the SEW continues existing collaborations and institutes new collaborations needed to grow
the state data system, disseminate data for decigsioaking, and monitor and evaluate the accuracy and
timeliness of the data system.

State Epidemitogy Workgroup
Core Member Agencies

D2@OSNYy2NRa hFFAOS 27T |LADepartment of Health, Office of Public Heal
Highway Safety Research Group at LSU LA Department of Justice, Office of the Attorn
General
Historically Black Collegesi#iversities Rep LA Department of Public Safety, Louisig
Highway Safety Commission
LA Center Addressing Substance Use in Colle{ LA Department of Public Safety, Louisiana S
Communities Police
LA Department of Children & Family Services | LA Depannent of Revenue, Office of Alcohol a
Tobacco Control

LA Department of Education U.S. Drug Enforcement Administration
LA Department of Health, Office of Behavig University of Louisiana at Lafayette, Picard Cel
Health for Child Development
Of-Coursel Member Agencies
Capital Area Human Services District D2OSNYy2NRa hFFAOS 27

Louisiana Commission on Law Enforcement | LA Department of Veterans Affairs
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Louisiana Caring Communities Youth Survey

The Louisiana Caring Communities Yo8tlrvey (CCYS), a survey of 6th, 8th, 10th, and 12th grade
students has been conducted since 1998. The survey is conducted every two years with the most recent
survey conducted in the fall of 2018, completed March 2019. The results for the state of Lawstan
presented along with comparisons to 2014 and 2016 CCYS survey results, and the Monitoring the Future
(MTF) survey results, as applicable. The MTF study is-tdiongpidemiological study that surveys trends

in drug and alcohol use among Americarmladcents.

¢CKS [2dzAaAiAtbyl //,{ sFa 2NAIAylIffte RSAAIYSR G2 | aa
behaviors, as well as their exposure to a set of scientifically validated risk and protective factors identified

in the Risk and Protectiveétor Model of adolescent problem behaviors. These risk and protective factors

have been shown to predict the likelihood of academic success, school dropout, substance abuse,
violence, and delinquency among youth. As the substance use prevention fiedddiasd, the CCYS has

been modified to measure additional substance use and other problem behavior variables to provide
prevention professionals in Louisiana with important information for understanding their communities.

Some examples of these additionariables include the percentage of youth who are in need for alcohol

or drug treatment, measures of community norms around alcohol use, and bullying.

Below are tables from the 2018 CCYS that provide the percentage of students who used gateway drugs
(Table 3) and the percentage of students who used other illicit drugs (Table 4).
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[Table 3. Percentage of Students Who Used Gateway Drugs

6th 8th 10th 12th

On how many occasions (if any) have you... State | State | State | MTF | State | State | State | MTF | State | State | State | MTF | State | State | State | MTF
(One or more occasions) 2014 2016 2018 2018 2014 2016 | 2018 | 2018 2014 2016 | 2018 | 2018 2014 2016 | 2018 | 2018
Lifetime alcohol | 12d alcoholic beverages (beer, wine, or hard liuor) to drink in your lifetimere| ;¢ 5| ¢ 73| - 364 | 329 | 355 235 | 560 | 51.9 | 532 430 | 661 | 61.2 | 605 585

than just a fewsips?
Past 30 day ] . . . »
I had beer, wine, or hard liquor to drink during the past 30 days? 5.7 55 5.9 = 16.4 14.1 14.8] 8.2 30.7 26.8 29.1] 18.6 42.4 36.4 37.5 30.2
Bingedrinking | oW many times have you had 5 or more alcoholic drinks in a row in the past| 5 , 3.7 37| - 8.8 7.8 75| 37 | 168 | 146 163 87 | 240 | 212 22.1] 13.8

weeks? (One or more times)
Lifetime cigarettej Have you ever smoked cigarettes? 7.1 6.6 62| ~ 19.2 15.8 149 9.1 27.7 24.7 219 16.0 34.8 31.6 28.1] 23.8
Past 30 day . .
cigarettes How frequently have you smoked cigarettes during the past 30 days? 15 1.2 11| ~ 5.5 34 31 2.2 9.7 7.3 58| 4.2 15.8 12.3 93| 7.6

) ) ' >

1{2 pack of During the past 3@ays, how many cigarettes did you smoke per day? (About 03 0.2 02 _ 09 05 04 03 18 11 10 07 42 26 18] 15
cigarettes/day half pack a day or more)
Lifetime chewing | used ;mpkeless tobacco (chew, snuff, plug, dipping tobacco, chewing tobacc 4.0 a1 a1 _ 98 90 83l 64 13.7 13.0 124 100 161 145 141 101
tobacco your lifetime?
Past 30 day use_d smokeless tobacco (chew, snuff, plug, dipping tobacco, chewing tobacc| 14 13 14| - 51 39 33l 21 72 58 55 39 85 6.9 62| 42
chewing tobacco | during the past 30 days?
Lifetime e . . . 5
cigarette use* Have you ever tried electronic cigarettescigarettes, vape pens, orfeokahs? ~ 9.5 116 -~ ~ 22.2 29.1) 215 ~ 33.9 43.3] 36.9 ~ 40.2 47.0| 425
Rast s daye; use electronic cigarette®;cigarettes, vape pens, orf@okahs? = 3.4 583} = = 8.1 15.7] 10.4 = 11.6 26.8] 21.7 = 12.9 29.5 26.7
cigarette use
t:;ertigz]:na used marijuana (grass, pot) or hashish (hash, hash oil) in your lifetime? 15 1.4 1.6 ~ 8.9 8.0 8.7 13.9 21.4 20.6 21.4| 32.6 315 30.1 30.6| 43.6
Past 30 day " . . .
mariiana used marijuana (grass, pot) or hashish (hash, hash oil) during the past 30 day 0.7 0.6 05| ~ 4.1 3.7 39 5.6 10.5 10.2 10.7] 16.7 16.4 155 15.9| 22.2
Lifetime inhalantg SMffed glue, breathed the contents of an aerospray can, orinhaled other gasg 5 g | 4 ¢ 48| ~ 91 | 85 g6l 87 | 71 | 67 67 65 | 48 | 43 42| 44

or sprays, in order to get high in your lifetime?
Past 30 day sniffed glug, breathed the _content's of an aerosol spray can, or inhaled other d 21 19 20 _ 33 3.0 20| 18 18 18 15 1.0 0.9 0.7 08l 07
inhalants or sprays, in order to get high during the past 30 days?

*Substance category not measured in 2014.
FY 202€1 Combined Behavioral Health BkoGrant Plan | September 1, 2019 30




Table 4. Percentage of Students Who Used Other lllicit Drugs

6th 8th 10th 12th
On how many occasions (if any) have you... State | State | State | MTF | State | State | State| MTF | State | State | State| MTF | State | State | State| MTF
(One or more occasions) 2014 | 2016 | 2018 | 2018 | 2014 | 2016 | 2018 2018 | 2014 | 2016 | 2018| 2018 | 2014 | 2016 (2018 2018
[AFSUAYS KI {used LSD (acid, blotter) or other halluglnogens (I|k§ PF 0.4 03 03 _ 09 0.9 10 22 23 21 23 39 37 39 a1 66
mescaline, peyote, shrooms, or ketamine) in your lifeti
used LSD (acid, blotter) or other hallucinogens (like P!
tad on RI & |mescaline, peyote, shrooms, or ketamine) duringthe g 0.1 0.1 0.1 = 0.4 0.4 0.4 0.6 0.8 0.8 0.8 0.8 1.2 1.3 15 1.4
30 days?
Lifetime cocaine used cocaine or crack in your lifetime? 0.4 0.4 0.4 ~ 1.0 0.9 0.8 14 1.3 1.0 1.1 2.6 2.2 2.1 2.0 3.9
Past 30 day cocaine used cocaine or crack during the past 30 days? 0.2 0.1 0.2 = 0.5 0.4 0.3 0.3 0.5 0.3 0.4 0.6 0.7 0.7 0.6 1.1
Lifetime . used njethamphe}amlnes (meth, speed, crank, crystal 0.2 03 03 _ 06 05 06 07 10 0.7 08 08 13 10 10 0.7
methamphetamine meth) in your lifetime?
Past 30 day ) used methamphetammes (meth, speed, crank, crystal 01 01 01 _ 03 0.2 0.2 01 04 0.2 0.4 01 05 03 03 0.3
methamphetamine meth) during the past 30 days?
used stimulants, other than methamphetamines (such
Lifetime other stimulants | amphetamines, Adderall, Dexedrine, Ritalin) withouta| 0.5 0.9 1.0 ~ 0.9 1.7 25 5.9 2.1 4.0 4.5 8.6 3.2 6.6 6.3 8.6
doctor telling you to take them, in your lifetime?
Past 30 day other used stimulants, other than methamphetamines (such
X Y amphetamines, Adderall, Dexedrine, Ritalin) withouta| 0.2 0.4 0.5 = 0.5 0.8 11 18 0.9 1.7 1.8 2.4 13 2.6 2.1 2.4
stimulants . )
doctor telling you to take them, during the past 30 day:
used sedatives (tranquilizers, such as Ativan, Klonopin
Lifetime sedatives** Valium, Xanax, barbiturates, or sleeping pills) withoutd 3.0 2.3 25 ~ 5.0 4.0 4.9 ~ 7.0 6.7 6.4 ~ 8.0 7.9 7.1 4.2
doctor telling you to take them, in your lifetime?
used sedatives (tranquilizers, such as Ativan, Klonopi
Past 30 day sedatives** | Valium, Xanax, barbiturates, or sleeping pills) without4 1.3 11 1.1 = 2.3 1.9 2.1 = 3.3 3.0 2.6 = 34 3.1 2.6 1.2
doctor telling you to take them, during the past 30 day:
[ ATSGAYS KS| usedheroinin your lifetime? 0.2 0.3 0.3 ~ 0.5 05 | 04| 06 0.7 0.6 06 | 04 1.0 0.8 04 | o8
tad on RI & |usedheroin during the past 30 days? 0.1 0.1 0.1 = 0.2 0.3 0.2 0.1 0.3 0.3 0.2 0.1 0.4 0.3 0.2 0.2
used narcotic prescription drugs (such as OxyContin,
Lifetime prescription methadone, morphine, codeine, Demerol, Vicodin,
> prescriptio Percocet, Suboxone, fentanyl, carfentanyl, or other 0.6 0.5 0.6 ~ 1.8 15 1.8 ~ 4.2 4.0 3.7 ~ 6.4 5.6 5.0 6.0
Yyl NO2UAOA&FF K . f ]
opiates) without a doctor telling you to takéem, in your
lifetime?
used narcotic prescription drugs (such as OxyContin,
Past 30 day prescription methadone, morphine, codeine, Demerol, Vicodin,
PR Qyﬂpk 5 ép Percocet, Suboxone, fentanyl, carfentanyl, or other 02 |02 | 02| ~ 08 | 08 07| ~ 18 | 16 | 12| - 24 | 18 | 16| 11
FF opiates) without a doctor telling you take them, during
the past 30 days?
Lifetime ecstasy used MDMA (X, E, "Molly", or ecstasy) in your lifetime] 0.2 0.2 0.3 ~ 0.7 1.0 11 1.6 1.7 2.0 1.9 2.4 2.8 2.9 2.6 4.1
Past 30 day ecstasy used MDMA (X, E, "Molly", or ecstasy) in the past 30 d 0.1 0.1 0.1 = 0.3 0.4 0.5 0.4 0.6 0.7 0.6 0.4 1.0 1.0 0.8 0.5
Past 30 day synthetic used synthetic marijuana or herbal incense products (§ _ N _ _ N _ N _
marijuana use*/** as K2, Spice, or Gold) in the past 30 days? 0.4 0.4 11 13 1.4 16 L3 12
Past 30 day other synthe| used other synthetic drugs (such as Bath Salts like Ivo] . _ N . N . _
drug use*/** Wave or White Lightning) in the past 30 days? 0e 0e ne 0 0 0e 0 us

* Substancecategory not measured in 2014.
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** No equivalent MTF data for these substances. Sedative and Prescription Narcotic data are only available for 12th grade.
U ¢KS adz2NBSe | dzS a (ioategpries chahded ih tkeP618 sudvelzadministiations Please see the appendix for information on specific changes artulitpriippravious survey administrations.
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Core Alcohol and Drug Survey

The Core Alcohol and Drug Survey was develdpemeasure alcohol and other drug usage, attitudes,

and perceptions among college students at two and fgear institutions. Development of this survey

was funded by the U.S. Department of Education. The survey includes several types of items alsout drug

YR fO2K2f® hyS (el)S RSIHfa ¢gAGK GKS aiddzRSydaQ | (
20KSNJ RNUzZZ&as: FyR GKS 20KSNJ RSKHfa ¢AGK (GKS addzRSy(
aSOSNIt AdSYa 2y &l dzRS ydichatactdrisios asdndll asJse/ception of eamgus O 1 I N.
climate issues and policy.

¢CKS F2ftft26Ay3 (FI0ftS LINPOARSAE RSGIFIATA | o02dzi [ 2dzhani
indicated, percentages are based on the total number of students respordlidiy to a given item.

For comparison purposes some figures are included from a reference groupl@®%udents from 233
institutions who completed the Core Alcohol and Drug Survey Long Form in 2013 to 2015 Ndianal

In general, substantial proptions of students report having used alcohol, tobacco, and marijuana in
NBalLlyasS (2 GKS ljdSadAazys a!d ¢KIFIG 3S RAR @&2dz FAI
dzi SR SIFOK 2F (GKS 20GKSNJ adzoaidl yOSa das dpposed to hnaeBld G A 2 y
prevalence and 3@ay prevalence.

Lifetime Annual 30-Day 3X/Week
Prevalence Prevalence Prevalence or more

Substance Coll. Ref. Coll. Ref. Coll. Ref. Coll. Ref.

Tobacco 348 406 | 24.7 312 165 199 105 9.7
Alcohol 80.9 843 752 815 | 56.3 68.7 115 20.0
Marijuana 46.2 46.0 342 339  20.7 19.8 108 8.2
Cocaine 80 7.6 48 4.7 1.8 2.0 03 0.2
Amphetamines | 11.5 9.7 6.4 54 3.6 3.0 22 14
Sedatives 75 6.0 35 31 16 15 06 04
Hallucinogens 84 75 50 45 15 13 0.2 0.2
Opiates 27 23 15 13 06 0.7 02 0.3
Inhalants 26 25 1.0 1.0 0.5 0.5 0.1 0.2
Designer drugs 80 9.0 39 54 1.1 15 0.2 0.2
Steroids 16 1.0 1.0 0.6 05 04 03 0.2
Other drugs 29 36 12 1.8 0.6 0.7 02 0.2

Cdl. =Multiple Slection
Rd. =Rderencegroupof 90,119college students

Meeting these Gaps and Needs

There is an approach which may help ease the burden of substance use within Logiskeataof
prevention. The target of prevention activities in the State of Louisiana is conceptualized at three levels
based on the presence or absence of symptoms &idfactors:

1 Universal preventionrefers to health promotions and disease prevention activities dispersed to
the general population with no attempts made to differentiate those at greater risk;
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1 Selective interventionstargets groups of individuals belied to be at greater risk of developing
a problem due to the presence of risk factors which have been identified as precursors to
substance use disorders;

9 Indicated interventions- focuses exclusively on those individuals already displaying mild
symptomsindicative of a problem that is not yet severe enough to be classified astadulh
disorder (i.e., sufzlinical).

Although it is important to recognize that not all use is necessarily problematic, for some, experimental
use will inevitably escalate tegular or heavy use. In fact, a study of Louisiana youth focusing on problem
substance use found that approximately 13.5% of adolescents (57,503) may need some form of
intervention to address high frequency or risky alcohol or drug use (Farrelly E2@8). In the 2018 CCYS
survey, 2.2% of'8graders, 7.2% of 10graders, and 9.3% of T2yraders in Louisiana were found be

in need of alcohol and/or drug treatment. Both prevention and treatment are necessary tools within the
full range of servicerovision for attacking substance use problems.

Primary prevention plans to address gaps and needs by providing the following to providers, sub
recipients, and/or coalitions:

9 Staff development training for providers regarding data analigsasticularly using data to drive
programs), increasing community partnering/coalitibnilding and sustainability strategies,
fundraising, identifying and applying for grant funding, understanding grant administration,
working with boards, developing po¥i, acquiring or maintaining certifications and/or licensures,
and addressing other issues common among agencies; and

1 Dissemination of a variety of eviderbased prevention programs/environmental prevention
strategies.

Quality and Data Collection Readime

The Office of Behavioral Health (OBH) continues to make great strides in upgrading information
technology and data systems to address the growing and changing business intelligence needs of the
agency as the behavioral health service delivery systemstglfo significant transformations.

The OBH Business Intelligence (BI) Section, including the OBH Analytics team, is responsible for
information management and data standards development, decision support and performance
improvement initiatives, and comyer/network technical support and assistance. The Bl Section strives

to transform data into actionable information for purposes of behavioral health service planning, quality
improvement, and performance accountability. Information, training, and techaigsistance is regularly
provided to LGEsS, clinics, facilities, the state office, and private provider staff/personnel on how to access
and utilize program data.

Louisiana has improved statewide clidavel data collection from the LGEs and their cocted
providers. Currently, all ten LGEs are providing clievel data through their contracted Electronic Health
Record (EHR) vendors. The OBH Analytics team generatBsdivdegration Data Validation Repagaich

month for each LGE (20 reports per ntbjy analyzing the binonthly clientlevel data files submitted by

the LGEs. These reports, which are regularly shared with the LGEs, list the gaps and barriers in-the client
level data files. Barriers to data collection and reporting include, but ardimdted to, access to data
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collection systems, costs to providers, training individuals on data collection methods, needed EHR
modifications and data collection modifications per the Clienel Data Manual (CLDM), and time
required to implement those adnges. The OBH Analytics team conducts data calls with the LGEs and their
EHR vendors to provide technical assistance for improving data quality.

The OBH Analytics team regularly uploads MH and SUD-dieitadmission and discharge records as
SubstanceéAbuseTreatment Episode Data Set ($BDS) and Mental Health (MH) TEDS. Other recurring
federal (SAMHSA) reports include annual Substance Abuse Block Grant (SABG) and Mental Health Block
Grant (MHBG) report, MH Universal Reporting System (URS) tablds;amtial Combined SABG/MHBG
Behavioral Health Assessment and Plan.

Electronic Health Record Systems for Collection of Statewide MH and SUD Data

As ofDecember 1, 2015, Clinical Advisor (@#¢ proprietary Electronic Heath Reco@HR) used e
contracted SMOwhich formetly managedspecializedbehavioral health servicesvas decommissioned

and replaced by LGé&bntracted EHR vendors. LGE contracted providers are encouraged to explore
options for submitting their clinical data (MH and/or SUD) througghEHRS procured by their LGE. At this
time, all the LGEs have contracted with EHR vendors (i.e. ICANotes, Ca@rlalifiicts, Success EHS, E
Clinical Works, and Remarkable Health).

In addition to EHRs, OBH has continued to maintain the legacy systled ttee Louisiana Addictive
Disorders Data System (LADDS) for SUD/addictive disorders providers not currently using an LGE EHR. MH
Clientlevel data from the statdunded inpatient psychiatric hospitals are also collected through Patient
Information Portd (PIP).

OBH Data Warehouse/Business Intelligence System

Clientlevel data collected through EHRs, LADDS, and PIP systems from LGE operated/contracted
community mental health and substance use disorder service providers, and-rstat@patient
psychiatric hospitals, are stored in a standardized format (.csv files) into one integrated database/data
system. OBH maintains this comprehensive data warehouse/business intelligence system to provide
access to and use of integrated statewidatal and performance measures to managers and staff. The
data warehouse is the main source of data for the MH and-$BDS submission, Uniform Reporting
System (URS), federal Block Grant, National Outcomes Measures (NOMS) and other statewide reporting.

Lousiana state office and hospital employees also have access to performance reports vicbasedb
interface called DecisieBupport (DS) Online, which provides a suite of tools for statewide reports and
downloads for analysis and reporting. This resowigaificantly enhances local planning, monitoring, and
evaluation. DS Online provides access to performance scorecards and reports of consumer satisfaction
surveys conducted at statein inpatient psychiatric hospitals.

OBH Analytics has also rolled out rew website called LGE Corner/OBH Analytics Library
(http://Idh.la.gov/index.cfm/page/260% to provide a repository for the most viw-date documentation

on state andblock grantfederal reporting regd NBYSy (G a® ¢KAa &aAiS maE28ELISON
resource for LGEs and OBH staff seeking informatiatatapolicies, manuals, and reporting.
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Prevention Management Information System

¢KS adGFrdS 02ttt SO0Ga LINRPOSaa anhgérhentinforBtiorBkstem (PMIBR 2 Yy f A
PMIS is the primary reporting system for the SAPT Block Grant for prevention services. Prevention staff

and contract providers input information about direct and indirect individual and populdiased

services into PN&. PMIS is available to all on a daily basis anetirealrollup reports are compiled for

the state, regional, and provider level. These reports allow OBH Central Office staff to support the field by
FaaSaaay3da GKS adl dSQa @hlethdiBeyfarmadce lalgeBhavebedn ddRievBdS G S NJY
This provides a mechanism for staff to develop, intervene and implement corrective action in a timely
manner.

Specific data elements collected by PMIS include demographic data (e.g. age, race, and etimuicity)
program deliverables (e.g., target population and number served), as well as services provided within the
six Center for Substance Abuse Prevention (CSAP) prevention strategies. A PMIS Process Evaluation Report
is generated each quarter by OBH centfiice detailing services and deliverables information for each
region, provider, and program. This report is followed by a quarterly site visit by a state office Prevention
staff member to provide technical assistance during the service delivery p&esurces are monitored

and reallocated during the year as needed.

Data Definitions and Methodology

Serious Mental lliness (SMI) and Serious Emotional Disturbance (SED) Defi@igthsSMI and SED
population definitions follow the national definitions. iWever, Louisiana uses the designation SMI for
what is commonly referred to as SPNBerious Ersistent Mental liness) According to SAMHSA
(https://www.samhsa.gov/finehelp/disorder9, SMI and SE&re defined as following:

1 Serious mental illness is defined by someone over 18 having (within the past year) a diagnosable
mental, behavior, or emotional disorder that causes serious functional impairment that
substantially interferes with or limits ona enore major life activities.

T 2NJ LIS2LX S dzy RSNJ GKS 3S 2F my> (GKS GSN)¥Y a{ SNR2
mental, behavioral, or emotional disorder in the past year, which resulted in functional
impairment thatsubstantially interferess A § K 2 NJ f AYA(la GKS OKAf RQA NI

school, or community activities.

Estimation Methodology

 MentalHealthch . | dzaSa LINBGFf SyOS NI (iSa F2NJ {aL O6pdm:
Reporting System (URS) Table 1: Number of aditksserious mental illness, age 18 and older,
and number of children with serious emotional disturbances, age 9 to 17, by state, 2017
(https://wwwdasis.samhsa.gov/dasis2/urs/adult smi_child sed prev_201Y.pdf Each
prevalence rate was applied to 2017 Louisiana population to estimate the prevalence of targeted
persons to be served.

1 Substance Use DisordegsAccording to SAMHSA National 8y on Drug Use and Health
(NSDUH) data in 2017 ht{ps://www.samhsa.gov/data/sites/default/files/cbhsq
reports/NSDUBetailedTabs2017/NSDUHDetailedTabs2017.htm#&0#), the need for
substance use treatment in the past year among people aged 12 or older is 7.6%. This national
percentage was applied to the 2017 Louisiana population to estimate the number of Louisiana
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citizens needing treatment. NSDUH also reports that 12:@6éived specialty substance use

treatment in the past year among people aged 12 or older who needed substance use treatment

in the Past YearThis percentage was applied to the number of Louisianaecis needing

treatment, providing the estimated number of Louisiana citizens seeking treatment.
AdmissionsNumber of clients entering treatment during the time period.

DischargesNumber of clients that have completed treatment during the time period.

Persons Receiving Servic&ége number of clients who received at least one treatment service during the
time period.

Unduplicated Counts individual clients only once even if they appear multiple times during the time
period.

Duplicated Duplicated conts episodes of care, where clients are counted multiple times if they appear
in the same time period multiple times. Note: The duplicated number must always equal or be larger than
the unduplicated number.

Target Populations

Mental Health Clients: Adult
An adult who has a serious and persistent mental illneBM(Smeets the following criteria for Age,
Diagnosis, Disability, and Duration.

Age 18 years of age or older.

DiagnosisSevere noforganic mental illnesses including, but not limited to schizepha, schizeaffective
disorders, mood disorders, and severe personality disorders, that substantially interfere with a person's
ability to carry out such primary aspects of daily living ascset, household management, interpersonal
relationships andvork or school.

Disability Impaired role functioning, caused by mental illness, as indicated by at least two of the following
functional areas:

1) Unemployed, has markedly limited skills and a poor work history, or if retired, is unable to engage
in normal a&tivities to manage income.

2) Employed in a sheltered setting.

3) Requires public financial assistance for-otthospital maintenance (i.e. SSI) and/or is unable to
procure such without help; does not apply to regular retirement benefits.

4) Unable to procure gpropriate public support services without assistance.

5) Severely lacks social support systems in the natural environment (i.e. no close friends or group
affiliations, lives alone, or is highly transient).

6) Requires assistance in basic life skills (e.g. mesteminded to take medicine, must have
transportation arranged for him/her, needs assistance in household management tasks).

7) Exhibits social behavior which results in demand for intervention by the mental health and/or
judicial/legal system.

Duration Mustmeet at least one of the following indicators of duration:

1) Psychiatric hospitalizations of at least six months in the last five years (cumulative total).
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2) Two or more hospitalizations for mental disorders in the last 12 month period.
3) A single episode afontinuous structural supportive residential care other than hospitalization

for a duration of at least six months.

4) A previous psychiatric evaluation or psychiatric documentation of treatment indicating a history

of severe psychiatric disability of at lé@& months duration.

Mental Health Clients: Child/Youth
A child or youth who has a serious emotional/behavioral disorder (SED) meets the following criteria for
Age, Diagnosis, Disability, and Duration

Age Under age 18

DiagnosisMust meet one of thdollowing:

1)

2)

3)

4)

Exhibit seriously impaired contact with reality and severely impaired social, academic, and self
care functioning; thinking is frequently confused; behavior may be grossly inappropriate and
bizarre; emotional reactions are frequently inappropeido the situation; or,

Manifest longterm patterns of inappropriate behaviors, which may include, but are not limited
to, aggressiveness, arttocial acts, refusal to accept adult requests or rules, suicidal behavior,
developmentally inappropriate inathtion, hyperactivity, or impulsiveness; or

Experience serious discomfort from anxiety, depression, or irrational fears and concerns
symptoms may include but are not limited to serious eating and/or sleeping disturbances,
extreme sadness, suicidal ideatigrersistent refusal to attend school or excessive avoidance of
unfamiliar people, maladaptive dependence on parents, or-agganic failure to thrive; or

Have a DSNV (or successor) diagnosis indicating a severe mental disorder, such as, but not
limited to psychosis, schizophrenia, major affective disorders, reactive attachment disorder of
infancy or early childhood (nearganic failure to thrive), or severe conduct disorder; does not
include children/youth who are socially maladjusted unless it is detegththat they also meet

the criteria for emotional/behavior disorder.

Disability There is evidence of severe, disruptive and/or incapacitating functional limitations of behavior
characterized by at least two of the following:

1)
2)
3)
4)
5)
6)

Inability to routinely exhilt appropriate behavior under normal circumstances

Tendency to develop physical symptoms or fears associated with personal or school problems
Inability to learn or work that cannot be explained by intellectual, sensory, or health factors
Inability to buildor maintain satisfactory interpersonal relationships with peers and adults

A general pervasive mood of unhappiness or depression

Conduct characterized by lack of behavioral control or adherence to social norms which is
secondary to an emotional disorddf.all other criteria are met, then children determined to be
"conduct disordered" are eligible.

Duratiornt Must meet at least one of the following:

1
2)

The impairment or pattern of inappropriate behavior(s) has persisted for at least one year
Substantial riskhat the impairment or pattern or inappropriate behavior(s) will persist for an
extended period

3) Pattern of inappropriate behaviors that are severe and of short duration
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Substancdrelated and Addictive Disorder Clients: Adult and Adolescent
An adult or adtescent (age 147) who has a substance use disorder, including those populations
identified as priority or targeted within the SAPT Block Grant provisions:

w

€ €€

€

Pregnant women who use drugs by injection;

Pregnant women who use substances;

Other persons whaise drugs by injection;

Substance using women with dependent children and their families, including females who are
attempting to regain custody of their children; and

Persons with or at risk of contracting communicable diseases; including

o Individuals wih tuberculosis
o Persons with or at risk for HIV/AIDS and who are in treatment for a substance use disorder

Step 3. Prioritize state planning activities

Based on the information in Steps 1 and 2, the Office of Behavioral Health has identifiedidineniy
priorities for the FY 2@1 Combined Behavioral Health Block Grant Plan:

1.
2.
3.

Access to behavioral health services
Substance Use Disorder system enhancements
Pursuing a culture of wellness and prevention for Louisiana citizens

Strategies and performandedicators for each priority are outlined in the following planning tables.
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Planning Tables

Plan Table 1: Priority Area and Annual Performance Indicators
States are required to complete a separate table for each state priority area to be included\HBB&
and SABG. Please include the following information:

1.
2.

Priority area(based on an unmet service need or critical gap).
Priority type (SAR substance abuse prevention, SABubstance abuse treatment, or MHS
mental health service)
Targeted/requiredoopulationsg indicate the population from the following:

a) SMLEAdults with SMI

b) SERQChildren with an SED

c) ESMt Individuals with ESMI including psychosis

d) PWWDGEPregnant women and women with dependent children

e) PR Persons in need of primary substance use disoptevention

f) PWIO Persons who inject drugs, formerly known as intravenous drug users (IVDUS)

g) EIS/HI{Persons with or at risk of HIV/AIDS, who are receiving SUD treatment services

h) TB;Persons with or at risk of tuberculosis who are receiving SUD treatmentss

i) Other: Specify
Goal of the priority area. Goal is a broad statement of general intention. Therefore, provide a
general description of what the state hopes to accomplish.
Objective: Objective should be a concrete, precise, and measurable statement.
Strategies to attain the objective. Indicate state program strategies or means to reach the stated
goal.
Annual Performance Indicators to measure success on a yearly basis. Each indicator must reflect
progress on a measure that is impacted by the blo@dnggrFor each performance indicator,
specify the following components:

a) Baseline measurement from where the state assesses progress;

b) Firstyear target/outcome measurement (Progress to the end of ZR2¢

c) Secondyear target/outcome measurement (Final toettend of SF2021;

d) Data source;

e) Description of data; and

f) Data issues/caveats that affect outcome measures.

Priority Area 1 Access to Behavioral Health Services

Priority Type SAT, SAP, MHS

Population(s) SMI, SED, ESMI, PWWDC, PP, PWID, EIS/HIV, TB

Goal of the Lead efforts to increase access to behavioral health services by promoting
Priority Area identification of behavioral health concerns, especially through levera

integration to help physicians and behavioral health specialists cobéddo
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identify and treat behavioral health concerns (inclusive of trauma exposure) &
earliest opportunity.

Objective Increase access to behavioral health services
Strategies to 1. Increase access to higjuality evidencebasedbehavioral therapies for youn
attain the children
objective 2. Integrate Peer Support throughout the system of care
3. Develop plan to expand and enhance Peer Support Services, to inclug
addition of Peer Support Services as a Medicaid Reimbursable Service
4. Retain and increaséé behavioral health workforce
Indicator #1 Access to higlguality evidencebased behavioral therapies for young children
Baseline Number of therapists serving Medicaid youth who are trained and certified in
Measurement OBH/MedicaierecognizedeBP model in SFY 19
First Year Maintain or increase number of therapists serving Medicaid youth who are trg
Target/Outcome | and certified in each OBH/Medicaidcognized EBP model for SFY 20
Measurement
Second Year Maintainor increase number of therapists serving Medicaid youth who are tra
Target/Outcome | and certified in each OBH/Medicaidcognized EBP model in SFY 21
Measurement

Data Source

Provider data: Center fonitlence to Practiceeporting.

Description of
Data

During FY18 and 19BH collaborated with MCOs to coordinate M§nsored
trainings for Medicaid enrolled therapists in 3 different evidetesed models o
therapy for preschoehge children: Child Parent Psychotherapy, Paf@mtd
Interaction Therapy, and Youth PTSD Trresait.

Center for Evidence to Practice (OBH/Medicaid funding, housed at LSU) is

place to further coordinate and sponsor trainings for providers in EBPs.

We will report the mmber of therapists serving Medicaid youth who are trair]
and certified ineach OBH/Medicaiecognized EBP model

Data
Issues/Caveats

Indicator #2

Members served data: Service Definitions for new EBPs (including creden
and billing guidance) just published Summer 2019; for this reason EBP tr;
codes are not yet being consistentlged, and so SFY 19 may not be trackalid,
SFY20 data may be limited at first.

Access to Qualified Peer Support Specialists

Baseline
Measurement

As of SFY 19, 584 peers have been trained.

First Year
Target/Outcome
Measurement

Maintainor increasehe total number of peers trained and certified for SFY 20

Second Year
Target/Outcome
Measurement

Maintainor increasehe total number of peers trained anctrified for SFY 21

Data Source

Training Records and Annual CertifioatRecords
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Description of
Data

Number of Peers successfully completing training and maintaining their
Certification.

Data
Issues/Caveats

Indicator #3 Behavioral HealthWorkforceDevelopment

Baseline Number of behavioral healthrofessional development opportunities held in §
Measurement 19

First Year Maintain or increase the number of behavioral health professional developr
Target/Outcome | opportunities held in SFY 20

Measurement

Second Year Maintain or incease the number of behavioral health professional developn
Target/Outcome | opportunities held in SFY 21

Measurement

Data Source

Centralized document containing Behavioral health professional develop
opportunities available through sponsored, funded or hosted opportunities
LDH, inclusive of LDH contractors such as the Medicaid Managed Care entit

Description of
Data

Professional development opportunities used to educate and instruct
behavioral health workforce to assist them in acquiring, developing and enha
their knowledge and skill on topics relevawntthe behavioral health professior
Behavioral health professional development opportunities include but are
limited to provider trainings, continuing education, seminars, workshops
conferences.The number of behavioral &alth professional development training
will be tracked.

Data The number of behavioral health professional development opportunities inc

Issues/Caveats | peer support, suicide prevention and SUD training counts thaly alsobe
reflected inother indicatos throughout the priority table. Therefore, there may
duplication in these counts.

Priority Area 2 | Substance Use Disorder System Enhancements

Priority Type SAT, SAP

Population(s)

PWWDC, PWID, EIS/HIV, TB

Goal of the Increase access to quality SUD services

Priority Area

Objective To improve quality and expand access to SUD care

Strategies to Enhance Medication Assisted Treatment (MAT) services, treatment capaci
attain the pregnant women, increased use of early Screening, Brief Interventions and R¢
objective to Treatment (SBIRT) including pregnant women, and development of resid
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Indicator #1

treatment programsfor pregnant women and children at risk of Neona
Abstinence Syndrome (NAS)

Medication Assisted Treatment (MAT) for Opioid Use Disorder (OUD)

Baseline
Measurement

The number of individuals with OUD receiving MAT in SFY 19

First Year
Target/Outcome
Measurement

Maintainor increase¢he number of individuals with OUD receiving MAT in SFY,

Second Year
Target/Outcome
Measurement

Maintainor increase¢he number of individuals with OUD receiving MABKY 21

Data Source

StatewideOpioid Treatment Provider (OTP) clinics and Medicaid Claims

Description of
Data

The number of individuals with OUD receiving MAT

Data
Issues/Caveats

Indicator #2

The ount of Methadone recipients will be extracted from statewide Methadg
clinic/Opioid TreatmentProgram (OTP) census. Count of Néethadone MAT
recipients will be obtained from Medicaid.

Workforce Development

Baseline
Measurement

Number of ECHO/ EBP trainings for SFY 19

First Year
Target/Outcome
Measurement

Maintainor increase theaumber of ECHO/ EBP trainings for SFY 20

Second Year
Target/Outcome
Measurement

Maintainor increase thesumber of ECHO/ EBP trainings for SFY 21

Data Source

Tulane University,ASOR Grant and other Opioid Trainings

Description of
Data

The Office of Behavioral Health partners with the Department of Psychiatry
Behavioral Sciences in the Tulane University School of Medicine to impleme
Project ECHO Model (Extension for Community Health Outcomes).The ECH(
is a movement whoseanission is to develop the capacity to -deonopolize
knowledge and amplify the capacity to provide best practice care of underse
people all over the worldThe rumber of physicians/clinicians participating
ECHO/EBRIll be trackedhrough OBH and Taihe University

Data
Issues/Caveats

Funding for these trainings includMATPDOA, STR, and LaS®@Rich are
dependent on federal allocations.

Indicator #3 DATA Waived Prescribes

Baseline Number of DATA waived prescriberdor SFY 19

Measurement

First Year Maintainor increase¢he number of DATA waived prescribersSFY 20
Target/Outcome

Measurement
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Second Year
Target/Outcome
Measurement

Maintainor increaseéhe number of DATA waived prescribersSFY 21

Data Source

LASOR Grant and BuprenorphiPleysician Locator

Description of
Data

Number of physicians, APRN, PA that became a certified datare@wescribers

Data LaSOR will capture the number of OBOTSs registered under LaSOR as a me

Issues/Caveats | for tracking. In addition, use of the buprenorphine locator will be used, which
duplicate the numbers from LaSOR grant.

Priority Area 3 Pursuing a culture of preventionral wellness for Louisiana citizens

Priority Type SATSAP, MHS

Population(s)

SMI, SED, ESMI, PWWDC, PWID, EIS/HIV, TB

Goal of the Ensure that effective and efficient prevention services are provided statewid

Priority Area promote overall wellnesand to delay the initiation and progression of behavig
health disorders by increasing knowledgesaseness, and healthy behaviors

Objective OBH will continue to provide evidentased prevention programs in school bas

settingsand sticide preventiorawareness trainings

Strategies to
attain the
objective

1. Implement evidencédased prevention programs in schdmsed settings
through a partnership with the Department of Education
2. Continue to provide Suicide Prevention education and awareness activiti

Indicator #1 Primary Prevention Evidence Based Practices

Baseline Number of individuals receiving EBPs for Primary Prevention in SFY 19
Measurement

First Year Maintain or increasethe number of individuals receiving EBPs for Prim
Target/Outcome | Prevention in SFY 20

Measurement

Second Year Maintain or increasethe number of individuals receiving EBPs for Prim
Target/Outcome | Prevention in SFY 21

Measurement

Data Source

PreventionManagemeninformation System (PMIS)

Description of
Data

The numbers are reflective of our school based curriculuibe numbers
reported are norduplicated and represent the total number of students who hg
been enrolled in an evidendeased prevention program funded by t&APT Bloc
Grant.

Data
Issues/Caveats

N/a

Indicator #2 Suicide Prevention and Awareness Trainings
Baseline Number of suicide prevention and awareness trainings in SFY 19
Measurement
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First Year Maintainor increasehe number of suicide prevention and awareness training
Target/Outcome | SFY 20

Measurement

Second Year Maintainor increasehe number of suicide prevention and awareness training
Target/Outcome | SFY 21

Measurement

Data Source

Suicide Prevention and Awarené@siningTrackng Form

Description of
Data

Number of suicide prevention and awareness trainings

Data
Issues/Caveats

It is a voluntary reporting system for all n@BH employees

*Suicide prevention and awareness trainings are funded by MHBG dollars.
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PlanTable 2. State Agen®lanned Expenditures (SFY 222P1)

State Agency Planned Expenditures

Source of Funds

L D. Other Federal Funds
C. Medicaid (e.9., ACF (TANF), CDQ F. Local Funds
Activity A. SABG B. MHBG (Federal, State, and g 7 E. $ate Funds | (excluding local G. Other
Local) G (RIS Medicaid)
SAMHSA, etc.)

1. Substance Abuse Preventioand
Treatment $35,032,790 $1,000,284 $93,464,930 $15,397,940

a. Pregnant Women and Women with

Dependent Childrefi $7,603,972 $93,464,930 $5.507,024

b. All Other $27,428,818 $1,000,284 $50,916,006 $9,890,916
2. Primary Prevention $4,620,000

a. Substance Abuse Primary Preventio| $ 11,750,004
b. Mental Health Primary
3. EvidenceBased Practices for Early
Serious Mental llines$§10 percent of total
award MHBG) $1,956,082
4. Tuberculosis Services
5. Early Intervention Services for HIV $2,502,342
6. State Hospital $176,595,986 $1,785,704 $185,685,548 $1,317,830
7. Other 24 Hour Care
8. Ambulatory/Community Nor24 Hour
Care $17,604,740 | $3,412,908 $1,466,294 $193,605,714
9. Administration (Excluding Program and
Provider Level) $763,888
10. SubTotal (1,2,5,9) $50,055,566 $1,000,284 $55,536,006 $93,464,930 $15,397,940
11. SibTotal (36,7,8) $19,560,822 | $180,008,894 $3,251,998 $379,301,262 $1,317,830
12. Total $ 50,055,566 $19,560,822 | $181,009,178 $58,788,004 $472,766,192 $16,715,770
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Plan Table BABG Persons in need/receipt of SUD Treatment

Aggregate Number Aggregate Number in
Estimated in Need Treatment
Pregnant Women 20,000 193
Women with Dependent Children 67,000 1,757
:\r/};jsi\(ijcll:;Jals with a ceccurring 142,000 9.704
Persons who inject drugs 51,000 2,207
Persons experiencintgopmelessness 444 1,193

1  Aggregate Number Estimatéa Need NSDUH Data. Different from methodology used in Step 2 Needs Assessment.

1 Homelessness: Estimated Persons Experiencing Homelessrgss!/www.hudexchange.info/programs/coc/cec
homelesspopulationsand-subpopulationsreports/

1 All other measures: National Survey on Drug Use and Hea¥ka2 RDAS (2016 to 20{7ips://rdas.samhsa.qov/#/

1 Aggregate Number Estimatéd Treatment All Measures from Louisiana OBH Data WarehéurseY 2018

Plan Table 8ABG Planned Expenditures

Expenditure Category FFY2020SA Block Grant |[FFY2021SA Block Grant
Award Award
1. Substance Abuse Prevention and Treatmen$ 17,519,448 $
2. Primary Substance Abuse Prevention* $ 5,875,002 5
3. Early Intervention Services for RIV $1,251,389 5
4. Tuberculosis Services $ S
5. Administration (SSA levaly) $ 381,944 $
6. Total $ 25,027,783 $

*Amount of primary prevention funds planned for primary prevention programs (this amount matches the total reported in Table
5a and Table 5b) #5,134,558

Amount of primary prevention funds in Table 4, linthat are planned for prevention SA resource development anddicect
services (this amount does not include funds reported in Table 5a or Table FdDj4431

3 For the purpose of determining the states and jurisdictions that are considered édesignated statesé as described in section
1924(b)(2) of Title XIX, Part B, Subpart 11 of the Public Health Service Act (42 U.SC §300x-24(b)(2)) and section 45 GFR §96.128(b)
of the Qubstance Abuse Prevention and Treatment Block Grant; Interim Fnal Rule(45 CFR96.120- 137), SAMHSArelies on the
HIV Surveillance Report produced by the Genters for Disase Cantrol and Prevention (CBC), National Genter for HM/ AIDS Viral
Hepatitis, STD andTB Prevention. The most recent HIVSurveillance Report will be published on or before October 1 of the federal
fiscd year for which a state is applying for agrant is used to determine the states and jurisdictions that will be required to set-
aside 5 percent of their respedive SABG allotments to establish one or more projects to provide early intervention services for
regarding the human immunodeficiency virus (EIS/H/) at the sitesat which individuals arerecaving SUDireatment services. In
FY2012, SAMHSAdeveloped and diseeminated a policy change applicable to the ESHIV which provided any state that was a
ddesignated staii Siréany of the three years prior to the year for which a state is applying for SABG funds with the flexibility to
obligate andexpend SABG finds for EFHIV even though the state a stateQ AlDScase rate does not meet the AIDScase rate
threshold for the fiscal year involved for which a state is agplying for SABG funds. Therefore, any state with an AIDScaserate
below 10 or more such cases per 100,000 that meets the criteria described in the 2012 policy guidance will be allowed to obligate
andexpend SABGfunds for EE'HIVif they choseto do so.
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Plan Table 5&rimary Prevention Planned Expenditures

¢CKS adlrdSQa LINR ¥h NSt inclNG, Gus i do liznifed toJNE SiNgrimary prevention
strategies defined below. On Tal#@ below, Louisiana lists the FFY 2020 and FFY 3ABIG planned
expenditures for each of the six primary prevention strategieis SynarExpenditures Wthin each of the

six strategies should be directly associated with the cost of completing the activity or task; for example,
information dissemination should include the cost of developing pamphlets, the time of participating staff
or the cost of publicervice announcements, ettf.the state plans to use strategies not covered by these
six categoriesthey will bereporteddzy RSNJ ¢ h i KSNE Ay ¢l o6fS pl o

In most cases, the total amounts should equal the amount reported on plan Table 4, row 2, Primary
Preventon. The one exception is if the state chooses to use a portion of the primary preventianidet

to fund NonDirect Services/System Development activities. Planned expenditures forDNect
Services/System Development activities should not be inclinid@ble 5a.

If the state chooses to report activities utilizing thestitute of Medicine IOM) Model of Universal,
Selective, and Indicated; complete Form Bl-orm 5b is completed, the state must also complete Section
1926¢Tobacco on Form 5a.

Information Disseminatiorg, This strategy provides knowledge and increases awareness of the nature and
extent of alcohol and other drug use, abuse, and addiction, as well as their effects on individuals, families,
and communities. It also provides knowledge andréases awareness of available prevention and
treatment programs and services. It is characterized bywag communication from the source to the
audience, with limited contact between the two.

Education- This strategy builds skills through structuredr@ng processes. Critical life and social skills
include decision making, peer resistance, coping with stress, problem solving, interpersonal
communication, and systematic and judgmental abilities. There is more interaction between facilitators
and partigpants than in the information strategy.

Alternatives- This strategy provides participation in activities that exclude alcohol and other drugs. The
purpose is to meet the needs filled by alcohol and other drugs with healthy activities and to discourage
the use of alcohol and drugs through these activities.

Problem Identification and Referral This strategy aims at identification of those who have indulged in
illegal/ageinappropriate use of tobacco or alcohol and those individuals who have indulged in the first
use of illicit drugs in order to assess if their behavior can be reversed thmdigtation. It should be
noted, however, that this strategy does not include any activity designed to determine if a person is in
need of treatment.

Communitybased ProcessThis strategy provides ongoing networking activities and technical assistance
to community groups or agencies. It encompasses neighborthesegd, grassroots empowerment
models using action planning and collaborative systems planning.

Environmental- This strategy establishes or changes written and unwritten community standards, codes,
and attitudes; thereby, influencing alcohol and other drug use by the general population.

Other - The six primary prevention strategies have been designed to encompass nearly all of the
prevention activities. However, in the unusual case an activity doeftrone of the six strategies, it may
0S OflaaAFASR Ay (GKS ahdiKSNE OFGS3I2NEOD
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Section 192&; Tobacco Costs Associated with the Synar Program. Per January 19, 1996, 45 CFR Part 96
Tobacco Regulation for Substance Abuse Prevention and Treatment Blodk; Giaal Rule (45 CFR §
96.130), states may not use the Block Grant to fund the enforcement of their statute, except that they
may expend funds from their primary prevention set aside of their Block Grant allotment under 45 CFR 8§
96.124(b)(1) for carrymout the administrative aspects of the requirements such as the development of
the sample design and the conducting of the inspections.

In addition, prevention strategies may be classified usingl@ Model of Universal, Selective, and
Indicated which classifies preventive interventions by the population targeted. Definitions for these
categories appear below:

Universal Activities targeted to the public or a whole population group that has not been identified based
on individual risk.

Selective Activities targeted to individuals or a subgroup of the population whose risk of developing a
disorder is significantly higher than average.

Indicated Activities targeted to individuals in higlsk environments, identified as having minimal but
detectabke signs or symptoms foreshadowing disorder or having biological markers indicating
predisposition for disorder but not meeting diagnostic levels (Adapted from The Institute of Medicine).

States that are able to report on both the strategy type and the pajon served (universal, selective,
or indicated) should do so. If planned expenditure information is only available by strategy type, then
the state should report planned expenditures in the row titled Unspecified (for example, Information
DisseminationUnspecified).

Strategy IOM Target FFr2020SA FFr2021SA
Block Gant Block Gant
Award Award

1. Information Dissmination Universal $225,110 $
Slective $8,102 $
Indicated $ $
Unspecified

2. Education Universal $3,412,699 $
Slective $127,059 $
Indicated $16,500 $
Unspecified

3. Alternatives Universal $45,043 $
Slective $ $
Indicated $ $
Unspecified

4. Probkem Identification and Referral Universal $102,125 $
Slective $127,702 $
Indicated $ $
Unspecified

5. Commurtiy-Based Rrocesses Universal $490,713 $
Slective $9,090 $
Indicated $ $
Unspecified
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6. Environrental Universal $250,220 $
Slective $7,114 $
Indicated $ $
Unspecified

7. Sdion 1926 Tobacm Universal $310,081 $
Slective $ $
Indicated $ $
Unspecified $ $

8. Otler Universal $ $
Zlected $ $
Indicated $ $
Unspecified $ $

9. Totl Prevention $5,134,558 $

Total SABG Award $25,27,783 $

Planred PrimaryPrevention 20.52%0 0.00%

*Does notreflect NonDirect Servicg/System Development activitieshe Primary Prevention planned expenditures amount on
Table 5a does not match the Table 4 amount because the state uses a portion of the primary preverdagideset fund Non
Direct Services/Stam Development activities. Therefore, planned expenditures for-Roact Services/Systems Development
activities are not included on Table 5a figures.

Plan Table SiSAB®rimary Prevention Fanned Expenditures by IOMCaegary

States that plan theiprimary prevention expenditures using thestitute of Medicine(IOM) model of
universal, selective, and indicated should use Table 5b to list their FY 2020 SABG award planned
expenditures in each of these categoriégote that if form 5b is completed itesad of Form 5a, the state

must also complete Section 1926Tobacco on Form 5a. The total amount should equal the amounts
reported on plan Table 4, Row 2, Primary Preventibhe one exception is if the state chooses to use a
portion of the primary prevation setaside to fund Non Direct Services/System Development activities.
Planned expenditures for Nelirect Services/System Development activities should not be included in
Table 5b.

Activity FFr2020SABlock FFr 2021 SABlock
Grant Award Grant Award

Universal Drea $3,808,702 $

Uniwersal Indirect $1,030,289 $

Slective $279,067 $

Indicated $16,500 $

Column Total $5,134,558 $

Total SABG Award $25,027,783 $

Planred Primary 20.52% 20.00%

Prevention Rercentage*

*Does not reflect NorDirectServices/System Development activities
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Plan Table 56AB@anned Rimary Prevention Targeted Rriorities
The following tables iderfij the categoriesof substares and populationd_ouisianglans to target with
primary prevention st-aside dolars from the FFY 2020 and FFY2021SABG awards.

Targeted Substances*

Alcohol
Tobacco

Marijuana

Prescription Drugs

Cocaine

Heroin

Inhalants

Methamphetamine

X | D] X | S O :ﬁ x| X | X

Synthetic Drugs (i.e., Bath salts, Spice,

TargetedPopulations*

Students in College

Military Families
LGBT
American Indians/Alaska Natives

African American

Hispanic

Homeless

Native Hawaiian/Other Pacific Islanderg

Asian

X | X | X | Dal <X | < | x| =< |Da <

Rural

Underserved Racial and EthiMiénorities X

*Louisiana serves all populations in Table 5C through its primary prevention programs and services. While all populations
identified in Table 5C are reached, these populations are not intentionally targeted as primary prevention sewvices ar
implemented universally. Demographic data is collected on all individuals served
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Plan Table @&Non-Direct Service ActivitieSystem Development

Expenditures for these adivities may be direct expenditures (involvingthe time of state or sub-state
personrel, or other state or substate resources) orbe through funding mechanisms with indepndent
organizations. Expenditures may come from the administrative fundsand/or program funds(but may not
include theHIV st-asidefunds). Theseinclude stak, regional, and lo@l personrel sdaries prorated for
time spent and operating costs suctas travel, printing, advertising, and conducting meetings related to
the categories belaw.

Non-direct services/system development adivities exdudeexpenditures through funding mechanisms for
providingtreatment or mentl health ddirect service¢ and primary prevention efforts themseles. Instead,
theseexpenditures provide suppaot to thoseactivities.

Thefollowingcategories are used tdescribe thetypesof expenditures supported withBlock Granfunds,
and if the preponderance of the activity fits within acategory.

Information systems ¢ This irtludescolleding and analyzing treatment data as well as revention data
under the SAG in ader to monitor performance and outcomes. Costsfor EHRsand other health
information technology also fall under this @ategory.

Infrastructure Suppat ¢ This irtludesactivities that provide theinfrastructure to support €rvices butfor
which there are no individual srvices deliveed. Examples include the dvelopment and neintenance of
a crisis-resporse cgpadty, including hotlines, mobilecrisis teams, web-based ched-in groups (for
medication, treatment, and re-entry follow-up), drop-in centers, and respite services.

Partnerships, @mmunity outreach, and reeds asgssnent ¢ This irtludes stag, regional, and loal
personrel sdaries prorated for time and matrials to support planningneetings, infamation collection,
analysis,and travel. It also includes the suppat for partnershipsacross stateand loal agencies,and tribal
governments. Commuriy/network development activities, suchas maketing, communication, and
public education, and includng the planningand coordination of services, fall into this @tegory, as do
needs-assessirent projeds to idenify the scopeand magnitude of the problem, resources available, gaps
in savices, and strategies toclose thosegaps.

Panning Council Activities¢ This irtludes thosesupports forthe performance of aMental Health Planning
Courtil under the MHBG, acombinedBehavioral Hedth PlanningCourtil, or (OPTIONAL) Advisay Courgil
for the SAG.

Quality assuwance and improvement ¢ This inclués ativities to improvethe owerall quality of services,

including those adivities to assure conformity to aaeptable professioral standards, adaptation and

review of implementation of evidence-based prectices, identification of areas of technical assistance
related to quality outcomes, including feedback. Administrative agency contracts to monitor ®rvice-

provider quality fall into this @tegory, as doindependent peer- review activities.

Research andevaluation ¢ This irtludes gerformance measurement, evaluation, and research, suchas
services research and demonstration projects to test &asibility and effediveness of anew approach as
well as thedissemination of suchinformation.

Training and education ¢ This irtludes skill deslopment and continuing education for personrel
employed in bcd programs as vell as partnering agencies, as longas the training relates to either
substance use disorder service delivery (prevention, treatment and recovery) for SABG and ervices to
adults with SMior children with SEDfor MHBG. Typical costs imlude coursefees, tuition, and expense
reimburseements toemployees, trainer(s)and support saff salaries,and certifi cation expenditures.
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The planned expenditures indicate ndirect services/syem development for the FFY 20Block Grant

award.
Activity MHBG 'Sl'féi?ment Iifé?/(e;ntiorr iﬁriﬁined
1. Information Systems $62,968 $178,400 $0 $186,943
2. Infrastructure Support $2,600 $69,390 $0 $0
2hzirég‘fjfgf;é;§é"e";f”ity outreach ¢e08,478 | $200,226 | $435450 | $114,126
4. Planning Council activities $202,396 $0 $0 $0
5. Qualityassurance and improvemer| $353,610 $327,486 $0 $155,000
6. Research and evaluation $105,603 $0 $99,000 $5,000
7. Training and education $391,690 $25,750 $205,994 $101,481
Total $1,627,345 | $810,252 $740,444 $562,550

* $740,4440f the total SA Primarfrevention funds: $,875,002are planned to be used fdtondirect SABG Preventi@nd are
not included in the amount s listed in Tables 5a and 5b

FY 20221 Combined Behavioral Health BkoGrant Plan | September 1, 2019

53



Environmental Factors

1. The Health Care System, Parity and Integratiguestion 1 and 2 are Required

Persons with mental illness and persons with substance use disorders are likely to die earlier than those
who do not have these conditions. Early mortality is associated with broader health disparities and health
equity issues such as socioeconomic statudzii. ¢ K8 S+ f 6K a@aidsSy FI Od02NRE
an important role in morbidity and mortality among these populations. Persons with mental illness and
substance use disorders may benefit from strategies to control weight, encourage exantig@operly

treat such chronic health conditions as diabetes and cardiovascular disease. It has been acknowledged
that there is a high rate of eoccurring M/SUD, with appropriate treatment required for both conditions.

Currently, 50 states haverganizationally consolidated their mental and substance use disorder
authorities in one fashion or another with additional organizational changes under consideration. More
broadly, SAMHSA and its federal partners understand that such factors as edutatising, and
nutrition strongly affect the overall health and wlking of persons with mental illness and substance

use disorders. SMHAs and SSAs may wish to develop and support partnerships and programs to help
address social determinants of health aamvance overall health equity. For instance, some organizations
have established medicégal partnerships to assist persons with mental and substance use disorders in
meeting their housing, employment, and education needs.

Health care professionals ammkrsons who access M/SUD treatment services recognize the need for
improved coordination of care and integration of physical and behavioral health with other health care in
primary, specialty, emergency and rehabilitative care settings in the communityinB@ance, the
National Alliance for Mental lliness has published materials for members to assist them in coordinating
pediatric mental health and primary care.

SAMHSA and its partners support integrated care for persons with mental illness and suhstance
disorders. The state should illustrate movement towards integrated systems of care for individuals and
families with ceoccurring mental and substance use disorders. The plan should describe attention to
management, funding, payment strategies thatt&ysco- occurring capability for services to individuals

and families with cabccurring mental and substance use disorders. Strategies supported by SAMHSA to
foster integration of physical and behavioral health include: developing models for inclusiehafibral

health treatment in primary care; supporting innovative payment and financing strategies and delivery
system reforms such as ACOs, health homes, pay for performance, etc.; promoting workforce recruitment,
retention and training efforts; improvingunderstanding of financial sustainability and billing
requirements; encouraging collaboration between M/SUD providers, prevention of teen pregnancy,
youth violence, Medicaid programs, and primary care providers such as Federally Qualified Health
Centers;and sharing with consumers information about the full range of health and wellness programs.

Health information technology, including EHRs and telehealth are examples of important strategies to
promote integrated care. Use of EHRis full compliance witlapplicable legal requirementsmay allow
providers to share information, coordinate care, and improve billing practices. Telehealth is another
important tool that may allow behavioral health prevention, treatment, and recovery to be conveniently
providedin a variety of settings, helping to expand access, improve efficiency, save time, and reduce costs.
Development and use of models for coordinated, integrated care such as those found in health homes
and ACOs may be important strategies used by SMHAS8AS to foster integrated care.

Training and assisting M/SUD providers to redesign or implement new provider billing practices, build
capacity for thirdparty contract negotiations, collaborate with health clinics and other organizations and
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provider netwaks, and coordinate benefits among multiple funding sources may be important ways to
foster integrated care. SAMHSA encourages SMHAs and SSAs to communicate frequently with
stakeholders, including policymakers at the state/jurisdictional and local levadsState Mental Health
Planning Council members and consumers, about efforts to foster health care coverage, access and
integrate care to ensure beneficial outcomes.

SMHAs and SSAs also may work with state Medicaid agencies, state insurance commissidners,
professional organizations to encourage development of innovative demonstration projects, alternative
payment methodologies, and waivers/state plan amendments that test approaches to providing
integrated care for persons with M/SUD and other vulneegipulations.36 Ensuring both Medicaid and
private insurers provide required preventive benefits also may be an area for collaboration.

One key population of concern is persons who are dually eligible for Medicare and Medicaid. Roughly, 30
percent of persns who are dually eligible have been diagnosed with a mental iliness, more than three
times the rate among those who are not dually eligible. SMHAs and SSAs also should collaborate with
state Medicaid agencies and state insurance commissioners to depeligies to assist those individuals

who experience health insurance coverage eligibility changes due to shifts in income and employment.
Moreover, even with expanded health coverage available through the Marketplace and Medicaid and
efforts to ensure paty in health care coverage, persons with behavioral health conditions still may
experience challenges in some areas in obtaining care for a particular condition or in finding a provider.
SMHAs and SSAs should remain cognizant that health disparities fieetyagtCess, health care coverage

and integrated care of behavioral health conditions and work with partners to mitigate regional and local
variations in services that detrimentally affect access to care and integration.

SMHAs and SSAs should work withtipenrs to ensure recruitment of diverse, wéthined staff and
promote workforce development and ability to function in an integrated care environment. Psychiatrists,
psychologists, social workers, addiction counselors, preventionists, therapists, tadsnigeer support
specialists, and others will need to understand integrated care models, concepts, and practices.

Parity is vital to ensuring persons with mental health conditions and substance use disorders receive
continuous, coordinated, care. Increagi public awareness about MHPAEA could increase access to
M/SUD services, provide financial benefits to individuals and families, and lead to reduced confusion and
discrimination associated with mental illness and substance use disorders. Block graiehtespould

continue to monitor federal parity regulations and guidance and collaborate with state Medicaid
authorities, insurance regulators, insurers, employers, providers, consumers and policymakers to ensure
effective parity implementation and comprehsive, consistent communication with stakeholders. The
SSAs, SMHAs and their partners may wish to pursue strategies to provide information, education, and
technical assistance on paritglated issues. Medicaid programs will be a key partner for recipieht

MHBG and SABG funds and providers supported by these funds. The SSAs and SMHAs should collaborate
GAOGK OGOKSANI adGFiSaQ aSRAOFAR | dziK2NRGE Ay Syadz2NAy3

SAMHSA encourages states to take proactive steps to improve consnovalekige about parity. As one
plan of action, states can develop communication plans to provide and address key issues.

Another key part of integration will be defining performance and outcome measures. The Department of

Health and Human Services (HHS) padners have developed the National Quality Strategy, which

includes information and resources to help promote health, good outcomes, and patient engagement.
{tal{!Qa bliA2ylf .SKFE@A2NIt | SIFIfdK vdzZ fAdGe& CNIYS
providers and payers.
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SAMHSA recognizes that certain jurisdictions receiving block grantdumclading U.S. Territories, tribal
entities and those jurisdictions that have signed a Compact of Free Association with the United States and
are uniguely impcted by certain Medicaid provisions or are ineligible to participate in certain programs.
However, these jurisdictions should collaborate with federal agencies and their governmental and non
governmental partners to expand access and coverage. Furtherntioeejurisdiction should ensure
integration of prevention, treatment, and recovery support for persons with, or at risk of, mental and
substance use disorders.

Please respond to the following items in order to provide a description of the healthcamrsygstd
integration activities:

1. Describe how the state integrates mental health and primary health care, including services for
individuals with ceoccurring mental and substance use disorders, in primary care settings or
arrangements to provide primamgnd specialty care services in commusbgsed mental and substance

use disorders settings.

LDH integrated behavioral health care into the existing physical health managed care program in 2015. All
Louisiana Medicaid members now receive their behavioraltheservices through integrated managed
care with a managed care organization (MCO).

The MCOs are required to have established policies and to facilitate the integration of physical and
behavioral health and to provide for the appropriate continuity ofecacross programs.

Principles that guide care integration are as follows:

T Mental illness and addiction are healthcare issues and must be integrated into a comprehensive
physical and behavioral healthcare system that includes primary care settings;

1 Many people suffer from both mental illness and addiction. As care is provided, both illnesses
must be understood, identified, and treated as primary conditions;

1 The system of care will be accessible and comprehensive, and will fully integrate an array of
prevention and treatment services for all age groups. It will be designed to be eviitdocemed,
responsive to changing needs, and built on a foundation of continuous quality improvement;

T It is important that relevant clinical information is accessiblebmth the primary care and
behavioral health providers consistent with federal and state laws and other applicable standards
of medical record confidentiality and the protection of patient privacy.

Based on this, the MCO must provide procedures and criferienaking referrals and coordinating care
with behavioral health and primary care providers and agencies that will promote continuity, as well as,
costeffectiveness of care. These procedures must address members witiccooring medical and
behavioralconditions, including children with special health care needs, who may require services from
multiple providers, facilities and agencies and require complex coordination of benefits and services.

Specifically, the following requirements are placed on thedMaid managed care organizations providing
both behavioral health and physical health services.

The MCO is required to provide trainings on integrated care including but not limited to the appropriate
utilization of basic behavioral health screeningshe primary care setting and basic physical health
screenings in the behavioral health setting.
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The MCO shall identify available opportunities to provide incentives to clinics to employ Licensed Mental
Health Professionals (LMHP) in primary care sett@mgkto behavioral health clinics to employ a primary

OF NB LINPPBARSNI 0LKEAAOAlI YT LIKeaAOAl yRauHiméd@amraidl yiz
psychiatric specialty setting to monitor the physical health of patients.

The MCO shall encouragedaandorse real time consultation of primary care providers with behavioral
health professionals or psychiatrists for behavioral health issues or consultations on medications.

The MCO shall have integrated data, quality and claims systems fobbh#vioral health and physical
health providers and information, including a single or integrated clinical documentation system in order
to see the whole health of the member.

The MCO shall provide or arrange for training of providers and MCO staff difigddion and screening
of behavioral health conditions and referral procedures.

The MCOs must distribute Release of Information forms as per 42 CFR 8431.306, and provide training to
MCO providers on its use.

The MCO must strongly support the integratiminboth physical and behavioral health servitde®ugh:

1 Enhanced detection and treatment of behavioral health disorders in primary care settings;

1 Coordination of care for members with both medical and behavioral health disorders, including
promotion of @re transition between inpatient services and outpatient care for members with
co-existing medicabehavioral health disorders;

9 Assisting members without a diagnosed behavioral health disorder, who would benefit from
psychosocial guidance in adapting taewly diagnosed chronic medical disorder;

1 Utilization of approved communication and consultation by PCPs with behavioral health providers
of coenrolled members with cexisting medical and behavioral health disorders requiring co
management.

1 Developingcapacity for enhanced rates or incentives for integrated care by providers.

1 Educating MCO members and providers regarding appropriate utilization of emergency room (ER)
services, including referral to community behavioral health specialists for behaviegdih
emergencies, as appropriate, and Identifying members who use emergency department (ED)
services to assist in scheduling folloyy care with PCP and/or appropriate ShM@ntracted
behavioral health specialists;

1 Ensuring, continuity and coordination ofire for members who have been screened positive or
determined as having need of specialized medical health services or who may require
inpatient/outpatient medical health services. These activities must include referral and foflow
for member(s) requing behavioral health services.

The MCO must use an integration assessment tool to-asffess annually. The assessment should be
inclusive of, but not limited to, such factors as provider locations, integrated or collocated provider
numbers, programs fasing on members with both behavioral health and primary care needs, use of
multiple treatment plans, and unified systems across behavioral and physical neatthgement. This
assessment must be approved by LDH and results reported annually to LDH.

Each MCO conducts annual assessments of practice integration using the publicly available Integrated
Practice Assessment Tool (IPAT) on a statistically valid sampling of providers to include but not be limited
to behavioral health providers and primary care pgders: internists, family practitioners, pediatrics,-OB
GYNs and any other providers that are likely to interface with BH populations.
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In support of integrated care through Federally Qualified Health Center (FQHC) providers, LDH created an
alternative paynent methodology for behavioral health services provided in FQHCs. This allowed a change
in the payment for services provided by physicians with a psychiatric specialty; nurse practitioners or
clinical nurse specialists with a psychiatric specialty; legnslinical social workers; or clinical
psychologists within an FQHC setting. We recognize that primary care includes a component of behavioral
health care. This move allows access to behavioral health seoritks same day patients access primary
carewithin FQHCs to the benefit of patients.

OBH is establishing an integration advisory workgroup to assist in developing sustainability plans around
integrated care and the great strides LDH has experienced in the area. These activities will focus on
developing strategies to preserve integrated services developed through targeted initiatives like the
PIPBHC (Promoting Integration of Primary and Behavioral Health Care), an OBH held grant funded by
SAMSHA. The workgroup will be comprised of two subgraapsoject team and an advisory team. The
project team will take a leadership role in proposing goals and reviewing state policies and contracts as
needed to identify and propose solutions to sustainability barriers. The advisory team will support and
advise the project team, and will include provider stakeholders with ground level integrated care
experience.

2. Describe how the state provide services and supports towards integrated systems of care for
individuals and families with eoccurring mental andubstance use disorders, including management,
funding, payment strategies that foster-omcurring capability.

OBH was created by Act 384 of the 2009 Legislative Session which directed the consolidation of the offices

of addictive disorders and mental héainto the Office of Behavioral Health effective July 1, 2010, in

order to streamline services and better address the needs of the people witit@arring mental illness

YR FRRAOGADS RA&AZZ2NRSNB® [51 Q& ¢ 2 NJ ers ghd lkaddrdfirS Y Sy (i A
GKS 0SKIFI@A2NIYf KSFfOGK FASER FTNBY | ONR&a [2dAaAl yl
Implementation Advisory Committee.

Currently, the Office of Behavioral Health has an integrated organizational chart and doestimgjuish
between addictive disorder and mental health staff, resources, or state general fund mechanisms. LGEs
as Medicaid and neMedicaid providers provide services in an integrated manner for both mental health
and addictive disorders, as do the Meaid managed care organizations discussed above.

3. Is there a plan for monitoring whether individuals and families have access to M/SUD services
offered through QHPs?

a) 'H Yes i No
and Medicaid?
b) 'H Yes q No
4, Who is responsible for monitoring @&ss to M/SUD services by the QHPs?

OBH is responsible. OBH works closely with the state Medicaid agency, the Bureau of Health Services
Financing (BHSF). There is an MOU and operational plan delineating responsibilities for monitoring the
managed care orgazations. The state Medicaid agency acknowledges and appreciates that the Office of
Behavioral Health is the subject matter expert for all behavioral health benefits and services.

5. Is the SSA/SMHA involved in any coordinated care initiatives in the?stat
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'H Yes i No
6. Do the M/SUD providers screen and refer for:
a) Prevention and wellness education
A Yes'H No

b) Health risks such as

i) heartdisease, 1 YesH No
i) hypertension, A Yes H No
iii) high cholesterol 7 Yes'H No
iv) diabetes A Yes H No
c) Recovery supports
A Yes'H No
7. Is the SSA/SMHA involved in the development of alternative payment methodologies, including

risk-based contractual relationships that advance coordination of care?
'H Yes n No

The Office of Behavioral Healthinvolved in rate development for the comprehensive risk contracts with
the Medicaid MCOs for the integrated delivery of physical and behavioral health.

8. Is the SSA and SMHA involved in the implementation and enforcement of parity protections for
mental and substance use disorder services?

'H Yes q No

OBH is lead on the parity compliance activities for Louisiana and is staffed by state Medicaddtaff
resources.

9. What are the issues or problems that your state is facing related to the implerti@mtand
enforcement of parity provisions?

N/A

10. Does the state have any activities related to this section that you would like to highlight?
N/A

Please indicate areas of technical assistance needed related to this section:

N/A

2. Health Disparitieg Requested

In accordance with the HHS Action Plan to Reduce Racial and Ethnic Health Disparities, Healthy People,
2020, National Stakeholder Strategy for Achieving Health Equity, and other HHS and federal policy
recommendations, SAMHS¥pects block grant dollars to support equity in access, services provided,
and M/SUD outcomes among individuals of all cultures, sexual/gender minorities, orientation and
ethnicities. Accordingly, grantees should collect and use data to: (1) identifyppgulapions (i.e., racial,
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ethnic, limited English speaking, tribal, sexual/gender minority groups, etc.) vulnerable to health
disparities and (2) implement strategies to decrease the disparities in access, service use, and outcomes
both within those subpoplations and in comparison to the general population. One strategy for
addressing health disparities is use of the recently revised National Standards for Culturally and
Linguistically Appropriate Services in Health and Health Care (CLAS).

The Action Plato Reduce Racial and Ethnic Health Disparities, which the HHS Secretary released in April
2011, outlines goals and actions that HHS agencies, including SAMHSA, will take to reduce health
disparities among racial and ethnic minorities. Agencies are reqgtoradsess the impact of their policies

and programs on health disparities.

¢CKS 11{ {SONBGINERQA (2L) LINA2NRG& AYy GKS 1 OGA2Y tf
policies, programs, processes, and resource decisions to reduce healthittispdiHS leadership will

assure that program grantees, as applicable, will be required to submit health disparity impact statements

as part of their grant applications. Such statements can inform future HHS investments and policy goals,
andinsomeinsti OS &> O2dzZ R 6S dzaSR G2 a02NB 3INI yd I LILIX AOL

Collecting appropriate data is a critical part of efforts to reduce health disparities and promote equity. In
October 2011, HHS issued final standards on the calleaf race, ethnicity, primary language, and
disability status. This guidance conforms to the existing Office of Management and Budget (OMB)
directive on racial/ethnic categories with the expansion of irgraup, detailed data for the Latino and

the AsianAmerican/Pacific Islander populations. In addition, SAMHSA and all other HHS agencies have
updated their limited English proficiency plans and, accordingly, will expect block grant dollars to support
a reduction in disparities related to access, servise,and outcomes that are associated with limited

9y It AAK LINRPFTAOASYOed ¢KS&aS GKNBS RSLINIYSyGlrt AyA
special service needs and disparities within tribal populations, LGBT populations, and women and girls,
provide the foundation for addressing health disparities in the service delivery system. States provide
M/SUD services to these individuals with state block grant dollars. While the block grant generally requires
the use of evidencbased and promising petices, it is important to note that many of these practices
have not been normed on various diverse racial and ethnic populations. States should strive to implement
evidence based and promising practices in a manner that meets the needs of the popusldtien serve.

In the block grant application, states define the populations they intend to serve. Within these populations
of focus are subpopulations that may have disparate access to, use of, or outcomes from provided
services. These disparities may W tresult of differences in insurance coverage, language, beliefs,
norms, values, and/or socioeconomic factors specific to that subpopulation. For instance, lack of Spanish
primary care services may contribute to a heightened risk for metabolic disordesagLatino adults

with SMI; and American Indian/Alaska Native youth may have an increased incidence of underage binge
drinking due to coping patterns related to historical trauma within the American Indian/Alaska Native
community. While these factors mighot be pervasive among the general population served by the block
grant, they may be predominant among subpopulations or groups vulnerable to disparities.

To address and ultimately reduce disparities, it is important for states to have a detailed warabngt

of who is and is not being served within the community, including in what languages, in order to
implement appropriate outreach and engagement strategies for diverse populations. The types of services
provided, retention in services, and outcomeg aritical measures of quality and outcomes of care for
diverse groups. For states to address the potentially disparate impact of their block grant funded efforts,
they will address access, use, and outcomes for subpopulations.
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